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 Note to the Reader:   
 
 The primary purpose of this document is to make application to the Federal government 

for New York’s appropriation under the Maternal and Child Health Services Block Grant 
(Title V).  As such, each State is required to follow very specific instructions for 
formatting and content, as directed by the Federal Health Resources and Services 
Administration (HRSA).  This document follows the guidance provided by HRSA and 
reflects grant requirements.   

 
 Readers who have questions about the document should contact the Office of the 

Director, Division of Family Health, New York State Department of Health, Corning 
Tower, Room 890, Albany, NY 12237-0657. 
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I. C. ASSURANCES AND CERTIFICATIONS 
 
 ASSURANCES -- NON-CONSTRUCTION PROGRAMS 
 
Note: Certain of these assurances may not be applicable to your project or program.  If you have any questions, please 

contact the Awarding Agency.  Further, certain Federal assistance awarding agencies may require applicants to certify 
to additional assurances.  If such is the case, you will be notified. 

 
As the duly authorized representative of the applicant I certify that the applicant: 
 
1. Has the legal authority to apply for Federal assistance, and the institutional, 

managerial and financial capability (including funds sufficient to pay the non-
Federal share of project costs) to ensure proper planning, management and 
completion of the project described in this application. 

 
2. Will give the awarding agency, the Comptroller General of the United States, 

and if appropriate, the State, through any authorized representative, access to 
and the right to examine all records, books, papers, or documents related to the 
assistance; and will establish a proper accounting system in accordance with 
generally accepted accounting standards or agency directives. 

 
3. Will establish safeguards to prohibit employees from using their position for a 

purpose that constitutes or presents the appearance of personal or organizational 
conflict of interest, or personal gain. 

 
4. Will initiate and complete the work within the applicable time frame after 

receipt of approval of the awarding agency. 
 
5. Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. 

Sects. 4728-2763) relating to prescribed standards for merit systems for 
programs funded under one of the nineteen statutes or regulations specified in 
Appendix A of OPM’s Standards for a Merit System of Personnel 
Administration (5 C.F.R. 900, Subpart F). 

 
6. Will comply with all Federal statutes relating to non-discrimination.  These 

include but are not limited to (a) Title VI of the Civil Rights Act of 1964 (P.L. 
88 Sect. 352) which prohibits discrimination on the basis of race, color or 
national origin; (b) Title IX of the Education Amendments of 1972, as amended 
(20 U.S.C. Sects. 1681-1683, and 1685-1686), which prohibits discrimination 
on the basis of sex; (c) Section 504 of the Rehabilitation Act of 1973, as 
amended (29 U.S.C. Sect. 794), which prohibits discrimination on the basis of 
handicaps; (d) The Age Discrimination Act of 1975, as amended (42 U.S.C. 
Sects 6101 6107), which prohibits discrimination on the basis of age; (e) the 
Drug Abuse Office of Treatment Act of 1972 (P.L. 92-255), as amended, 
relating to non-discrimination on the basis of drug abuse; (f) the Comprehensive 
Alcohol Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act 
of 1970 (P.L. 91-616), as amended, relating to non-discrimination on the basis 
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of alcohol abuse or alcoholism; (g) Sects. 523 and 527 of the Public Health 
Service Act of 1912 (42 U.S.C. Sect. 3601 et seq.), as amended, relating to non-
discrimination in the sale, rental, or financing of housing; (i) any other non-
discrimination provisions in the specific statute(s) under which application for 
Federal assistance is being made; and (j) the requirements of any other non-
discrimination statute(s) which may apply to the application. 

 
7. Will comply, or has already complied, with the requirements of Titles II and III 

of the Uniform Relocation Assistance and Real Property Acquisition Policies 
Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of 
persons displaced or whose property is acquired as a result of Federal or 
federally assisted programs.  These requirements apply to all interests in real 
property acquired for project purposes regardless of Federal participation in 
purchases. 

 
8. Will comply with the provisions of the Hatch Act (5 U.S.C. Sects 1501-1508 

and 7324-7328) which limit the political activities of employees whose 
principal employment activities are funded in whole or in part with Federal 
funds. 

 
9. Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 

U.S.C. Sects. 276a to 276a-7), the Copeland Act (40 U.S.C. Sect 276c and 18 
U.S.C. Sect. 874), the Contract Work Hours and Safety Standards Act (40 
U.S.C. Sects. 327-333), regarding labor standards for federally assisted 
construction subagreements. 

 
10. Will comply, if applicable, with flood insurance purchase requirements of 

Section 102(a) of the Flood Disaster Protection Act of 1973 (P.L. 93-234) 
which requires recipients in a special flood hazard area to participate in the 
program and to purchase flood insurance if the total cost of insurable 
construction and acquisition is $10,000 or more. 

 
11. Will comply with environmental standards which may be prescribed pursuant to 

the following: (a) institution of environmental quality control measures under 
the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive 
Order (EO) 11514; (b) notification of violating facilities pursuant to EO 11738; 
(c) protection of wetlands pursuant to EO 11990; (d) evaluation of flood hazards 
in flood plains in accordance with EO 11988; (e) assurance of project 
consistency with the approved State management program developed under the 
Coastal Zone Management Act of 1972 (16 U.S.C. Sects. 1451 et seq.); (f) 
conformity of Federal actions to State (Clear Air) Implementation Plans under 
Section 176(c) of the Clear Air Act of 1955, as amended (42 U.S.C. 7401 et 
seq.); (g) protection of underground sources of drinking water under the Safe 
Drinking Water Act of 1974, as amended (P.L. 93-523); and (h) protection of 
endangered species under the Endangered Species Act of 1973, as amended 
(P.L. 93-205). 
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12. Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. Sects 

1271 et seq.) related to protecting components or potential components of the 
national wild and scenic rivers systems 

 
13. Will assist the awarding agency in assuring compliance with Section 106 of the 

National Historic Preservation Act of 1966, as amended (16 U.S.C. Sect. 470), 
EO 11593 (identification and preservation of historic properties), and the 
Archaeological and Historic Preservation Act of 1974 (16 U.S.C. Sects. 469a-1 
et seq.) 

 
14. Will comply with P.L.93-348 regarding the protection of human subjects 

involved in research, development, and related activities supported by this 
award of assistance. 

 
15. Will comply with Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as 

amended, 7 U.S.C. Sects. 2131 et seq.) pertaining to the care, handling, and 
treatment of warm blooded animals held for research, teaching, or other 
activities supported by the award of assistance. 

 
16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. 

Sects. 4801 et seq.) which prohibits the use of lead based paint in construction 
or rehabilitation of residence structures. 

 
17. Will cause to be performed the required financial and compliance audits in 

accordance with the Single Audit Act of 1984. 
 
18 Will comply with all applicable requirements of all other Federal laws, 

executive orders, regulations and policies governing this program. 
 
  
 

CERTIFICATIONS 
 
1. CERTIFICATION REGARDING DEBARMENT AND SUSPENSION 
 
By signing and submitting this proposal, the applicant, defined as the primary 
participant in accordance with 45 CFR Part 76, certifies to the best of its knowledge 
and belief that it and its principals: 
 
(a) are not presently debarred, suspended, proposed for debarment, declared 

ineligible, or voluntarily excluded from covered transactions by any Federal 
Department or agency; 

(b) have not within a 3-year period preceding this proposal been convicted of or had 
a civil judgment rendered against them for commission or fraud or criminal 
judgment in connection with obtaining, attempting to obtain, or performing a 
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public (Federal, State, or local) transaction or contract under a public 
transaction; violation of Federal or State antitrust statutes or commission of 
embezzlement, theft, forgery, bribery, falsification or destruction of records, 
making false statements, or receiving stolen property; 

(c) are not presently indicted or otherwise criminally or civilly charged by a 
governmental entity (Federal, State or local) with commission or any of the 
offenses enumerated in paragraph (b) of the certification; and 

(d) have not within a 3-year period preceding this application/proposal had one or 
more public transactions (Federal, State, or local) terminated for cause or 
default. 

 
Should the applicant not be able to provide this certification, an explanation as to why 
should be placed after the assurances page in the application package. 
 
The applicant agrees by submitting this proposal that it will include, without 
modification, the clause, titled Certification Regarding Debarment, Suspension, 
Ineligibility, and Voluntary Exclusion -- Lower Tier Covered Transactions in all lower 
tier covered transactions (i.e. transactions with sub-grantees and/or contractors) in all 
solicitations for lower tier covered transactions in accordance with 45 CFR Part 76. 
 
2. CERTIFICATION REGARDING DRUG-FREE WORKPLACE 

REQUIREMENTS 
 
The undersigned (authorized official signing for applicant organization) certifies that 
the applicant will, or will continue to, provide a drug-free workplace in accordance with 
45 CFR Part 76 by: 
 
(a) Publishing a statement notifying employees that the unlawful manufacture, 

distribution, dispensing, possession or use of a controlled substance is 
prohibited in the grantee’s workplace and specifying the actions that will be 
taken against employees for violation of such prohibition; 

(b) Establishing an ongoing drug-free awareness program to inform employees 
about: 
(1) The dangers of drug abuse in the workplace; 
(2) The grantee’s policy of maintaining a drug-free workplace, 
(3) Any available drug counseling, rehabilitation, and employee assistance 

programs; and 
(4) The penalties that may be imposed upon employees for drug abuse 

violations occurring in the workplace; 
(c) Making it a requirement that each employee to be engaged in the performance 

of the grant be given a copy of the statement required by paragraph (a) above; 
(d) Notifying the employee in the statement required by paragraph (a) above, that, 

as a condition of employment under the grant, the employee will: 
(1) Abide by the terms of the statement; and 
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(2) Notify the employer in writing of his or her conviction for violation of a 
criminal drug statute occurring in the workplace no later than five 
calendar days after such conviction; 

(e) Notify the agency in writing within ten calendar days after receiving notice 
under paragraph (d)(2) from an employee or otherwise receiving actual notice of 
such conviction.  Employers of convicted employees must provide notice, 
including position title, to every grant officer or other designee on whose grant 
activity the convicted employee was working, unless the Federal agency has 
designated a central point for the receipt of such notices.  Notice shall include 
the identification number(s) of each affected grant; 

(f) Taking one of the following actions, within 30 calendar days of receiving notice 
under paragraph (d)(2), with respect to any employee who is so convicted: 
(1) Taking appropriate personnel action against such an employee, up to and 

including termination, consistent with the requirements of the 
Rehabilitation Act of 1973, as amended; or 

(2) Requiring such employee to participate satisfactorily in a drug abuse 
assistance or rehabilitation program approved for such purposes by a 
Federal, State, or local health, law enforcement, or other appropriate 
agency; 

(g) Making a good faith effort to continue to maintain a drug-free workplace 
through implementation of paragraphs (a), (b), (c), (d), (e), and (f). 

 
For purposes of paragraph (e) regarding agency notification of criminal drug 
convictions, the DHHS has designated the following central point for receipt of such 
notices: 
 
Division of Grants Policy and Oversight 
Office of Management and Acquisition 
Department of Health and Human Services 
Room 517-D 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 

 
3. CERTIFICATION REGARDING LOBBYING 
 
Title 31, United States Code, Section 1352, entitled Limitation on use of appropriated 
funds to influence certain Federal contracting and financial transactions, generally 
prohibits recipients of Federal grants and cooperative agreements from using Federal 
(appropriated) funds for lobbying the Executive or Legislative Branches of the Federal 
Government in connection with a SPECIFIC grant or cooperative agreement.  Section 
1352 also requires that each person who requests or receives a Federal grant or 
cooperative agreement must disclose lobbying undertaken with non-Federal (non-
appropriated) funds.  The requirements apply to grants and cooperative agreements 
EXCEEDING $100,000 in total costs (45 CFR Part 93). 
 



 

I.  Required Documentation Section   New York State Title V Application  FFY 2007 

 

The undersigned (authorized official signing for the applicant organization) certifies, to 
the best of his or her knowledge and belief that: 
 
(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of 

the undersigned, to any person for influencing or attempting to influence an 
officer or employee of any agency, a Member of Congress, an officer or 
employee of Congress, or an employee of a Member of Congress in connection 
with the awarding of any Federal contract, the making of any Federal grant, the 
making of any Federal loan, the entering into of any cooperative agreement, and 
the extension, continuation, renewal, amendment, or modification of any 
Federal contract, grant, loan, or cooperative agreement. 

(2) If any funds other than Federally appropriated funds have been paid or will be 
paid to any person for influencing or attempting to influence an officer or 
employee of any agency, a Member of Congress, an officer or employee of 
Congress, or an employee of a Member of Congress in connection with this 
Federal contract, grant, loan, or cooperative agreement, the undersigned shall 
complete and submit Standard Form-LLL, Disclosure of Lobbying Activities, in 
accordance with its instructions.  (If needed, Standard Form-LLL, Disclosure of 
Lobbying Activities,its instructions, and continuation sheet are included at the 
end of this application form.) 

(3) The undersigned shall require that the language of this certification be included 
in the award documents for all subawards at all tiers (including subcontracts, 
subgrants, and contracts under grants, loans, and cooperative agreements) and 
that all subrecipients shall certify and disclose accordingly. 

 
This certification is a material representation of fact upon which reliance was placed 
when this transaction was made or entered into.  Submission of this certification is a 
prerequisite for making or entering into this transaction imposed by Section 1352, U.S. 
Code.  Any person who fails to file the required certification shall be subject to a civil 
penalty of not less than $10,000 and not more than $100,000 for each such failure. 
 
4. CERTIFICATION REGARDING PROGRAM FRAUD CIVIL 

REMEDIES ACT  
 
The undersigned (authorized official signing for the applicant organization) certifies 
that the statements herein are true, complete, and accurate to the best of his or her 
knowledge, and that he or she is aware that any false, fictitious, or fraudulent 
statements or claims may subject him or her to criminal, civil, or administrative 
penalties.  The undersigned agrees that the applicant organization will comply with the 
Public Health Service terms and conditions of award if a grant is awarded as a result of 
this application. 
 
5. CERTIFICATION REGARDING ENVIRONMENTAL TOBACCO 

SMOKE 
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Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that 
smoking not be permitted in any portion of any indoor facility owned or leased or 
contracted for by an entity and used routinely or regularly for the provision of health, 
day care, early childhood development services, education or library services to 
children under the age of 18 if the services are funded by Federal programs either 
directly or through State or local governments by Federal grant, contract, loan, or loan 
guarantee.  The law also applies to children’s services that are provided in indoor 
facilities that are constructed, operated, or maintained with such Federal funds.  The 
law does not apply to children’s services provided in private residences; portions of 
facilities used for inpatient drug or alcohol treatment; service providers whose sole 
source of applicable Federal funds is Medicare or Medicaid; or facilities where WIC 
coupons are redeemed.  Failure to comply with the provisions of the law may result in 
the imposition of a monetary penalty of up to $1,000 for each violation and/or the 
imposition of an administrative compliance order on the responsible entity. 
 
By signing this certification, the undersigned certifies that the applicant organization 
will comply with the requirements of the Act and will not allow smoking within any 
portion of any indoor facility used for the provision of services for children as defined 
by the Act. 
 
The applicant organization agrees that it will require that the language of this 
certification be included in any subawards which contain provisions for children’s 
services and that all subrecipients shall certify accordingly. 
 
The Public Health Service strongly encourages all grant recipients to provide a smoke 
free workplace and promote the non-use of tobacco products.  This is consistent with 
the PHS mission to protect and advance the physical and mental health of American 
people. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Assurances and Certifications will be kept on file in the office of the Title V Director, 
New York State Department of Health, Division of Family Health, Corning Tower 
Room 890, Empire State Plaza, Albany NY 12237-0567.   In addition, assurances and 
certifications are reprinted in hardcopy and web-based versions of the block grant 
application.  Hardcopies are available at the above address.  The grant application 
appears on the New York State Department of Health Website at:  
www.health.state.ny.us. 
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II. NEEDS ASSESSMENT 

 
A. Needs Assessment Process 
 
Needs assessment of the maternal and child health population is a continuous and 
ongoing process, and critical to program development, to accurate program planning and 
targeting of services, and to monitoring the effectiveness of interventions.  
Comprehensive needs assessment requires ongoing sources of information about: 
 

• Maternal and child risk factors (age, socioeconomic status, education, previous 
pregnancy history, physical and emotional stressors, wantedness of pregnancy, 
and maternal knowledge and behaviors); 

• Access to appropriate health care and capacity of the health care system (entry 
into prenatal care, adequacy of prenatal care, access to specialty/tertiary level of 
care, availability of ancillary or enabling services); and  

• Pregnancy and health outcomes (fetal deaths, infant morbidity and mortality, 
maternal morbidity and mortality, low birthweight, prematurity, causes of death); 

 
New York’s Title V program employs several methods to identify need for various levels 
and types of care for pregnant women, mothers, infants and children, including children 
with special health care needs.  Data are available on statewide, countywide and local 
levels, with ability to do comparisons.  Program managers are responsible for 
incorporating data on changing demographics, and on risk factors and health outcomes 
for the MCH population into their program plans.   
 
Step 1.  Assessing Needs 
 
In this assessment cycle, the needs of the maternal and child health population have been 
ascertained through: 
 

• Routine surveillance of vital statistics/vital records; 
• Census data; 
• Registries; 
• Provider-generated or program data; 
• Hospital discharge data; 
• Special studies; 
• Community-based assessment data available through the Article 6 process; 
• The input of families and consumers; 
• The input of those who spoke at focus groups, the public hearings or sent 

testimony; and 
• The input of the Maternal and Child Health Services Block Grant Advisory Council. 

 
Many of the data displayed herein are available on the Department’s intra-net Health 
Information Network or HIN, on the HPN or Health Provider Network, and most are on our 
public website www.health.state.ny.us as a part of the Community Health Data Set.  Most 
data are available on the county level, and many on the sub-county or zip code level.   
 
Vital Statistics Data:  Historically, birth, death and fetal death certificates have been the 
main source of information for maternal and child health surveillance.  They offer 
information on birth outcomes, maternal socio-demographic characteristics, prenatal and 
intrapartal care on an annual basis on the state, county and sub-county level.  From these 
sources, information is generated on different mortality rates, the percentages at various 
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birth weights, the percentages of prenatal care in each trimester, the adolescent 
pregnancy rates, fetal losses, live birth-to-pregnancy ratios and maternal mortality.   
 
Census Data:  The US Census is a classic and elegant source of data down to the sub-
county level.  The Department is making full use of data from the 2000 Census and 
subsequent projections.   
 
Registries:  De-identified aggregated information is also available from the Department’s 
various registries, including the HIV/AIDS, Congenital Malformations, Newborn Screening, 
Communicable Disease, Tuberculosis, Sexually Transmitted Disease, Cancer, Heavy 
Metals (lead), Trauma and Immunization Registries.   
 
The State Education Department maintains a registry for each of the licensed professions, 
and this is a good source of data on age, specialty and practice location.  This information 
is useful in assessing access to care in the various areas of the State and predicting or 
verifying health personnel shortages.   
 
Provider-Generated or Program-Generated Data:  Considerable data are generated 
by programs such as WIC, Medicaid, the Immunization Program, the Family Planning 
Program, the Childhood Lead Poisoning Prevention Program, the Early Intervention 
Program, the Newborn Screening Program, the Preventive Dentistry Program, the 
Children with Special Health Care Needs Program, the Dental Rehabilitation Program, and 
the Community Health Worker Program.  These data are often useful in profiling various 
segments of the community that are using services, but have the limitation that not all 
are population-based.  Caution must be used in interpreting these data, since they reflect 
only the characteristics of those who are program-eligible and have actually sought and 
enrolled in services.    
 
Medicaid Utilization Data has been very useful in the past.  As less of Medicaid is fee-
for-service and more Medicaid-financed care is delivered under a managed care model, 
newer systems have been developed and are being refined.  These systems provide data 
to serve as a basis for inference regarding the adequacy and quality of care.   
 
Provider performance reports have been released annually since 1994 for commercial, 
Medicaid and Child Health Plus providers through New York’s Quality Assurance 
Reporting Requirements (QARR) system.  QARR measures many maternal and child 
health indicators, such as risk-adjusted low birth weight rates, initial access to prenatal 
care, vaginal birth after cesarean section (VBAC) rates, risk-adjusted primary cesarean 
section rates, rates for HIV testing of pregnant women, completion of postpartum check-
ups, access to facilities for high-risk deliveries, completion of health preventive 
screenings, childhood immunization rates, and well child visits both in the first 15 months 
of life and at ages 3, 4, 5, and 6.  Adolescent well care visit rates are also calculated, as 
are screening rates for alcohol, tobacco and substance use.  The system also monitors 
appropriate use of medications for people with asthma, ages 5 through 20.   
 
The Statewide Perinatal Data System (SPDS) is able to provide information on the 
course of prenatal, perinatal and newborn care.  SPDS presently consists of 2 modules, 
the Neonatal Intensive Care Unit (NICU) module that collects data on all admissions to 
NICUs throughout the state, inclusive of New York City, and the Core module, consisting 
of birth certificate data and additional quality of care indicators.  All obstetrical hospitals 
outside of New York City have been using the Core module since January 1, 2004.  The 
secure, internet-based system allows real-time access to important perinatal information 
on an individual, institutional, regional and statewide basis.   
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The Integrated Child Health Information System (ICHIS) is a data warehouse of 
children’s health-related information, linked anonymously and longitudinally across 
multiple data sources.  The primary goal of ICHIS is to serve as a single, primary source 
of child health data and information that identifies and monitors different child 
populations, allows identification and follow-up of specific child health areas of need, and 
enables improved targeting and effective planning of children’s health programs and 
services.  Currently, ICHIS is populated with data from birth certificates, death 
certificates, SPARCS, congenital malformations registry and vaccine-preventable disease 
occurrences.  ICHIS de-duplicated Immunization Registry information for potential 
addition.  PRAMS, WIC Pediatric Nutrition Surveillance, MA managed care encounters, 
child blood lead screening tests, lead poisoning case management, newborn metabolic 
screening and dental surveillance data are under discussion for addition to ICHIS.   
 
Hospital Discharge Data:  Hospital discharge data offer detailed medical information 
and information about the socio-demographic characteristics of mothers, infants and 
children who enter and are discharged from New York’s hospitals.  The SPARCS data 
system, which collects information on every hospital discharge in the State, yields 
information on length of stay, level of care required (i.e. NICU vs. regular nursery), costs 
and rates of hospitalization for various morbidities (such as asthma, gastroenteritis, otitis 
media, head injuries and other conditions).  Information is available on how many 
hospitalizations are drug-related or occur as the result of a motor vehicle crash.  As more 
care is handled on an outpatient basis, information in this system becomes less reflective 
of the health of the community.  Systems are now in place for collecting Emergency Room 
encounter data.   
 
Special Studies:  The Pregnancy Risk Assessment Monitoring System or PRAMS 
collects population-based information on maternal knowledge, attitudes and behaviors, on 
service access and utilization, and on possible physical and emotional stressors during 
pregnancy from a sample of women who have recently given birth.  Examples of data that 
are available through PRAMS include:  percentage of moms who drank alcohol or smoked 
during their pregnancies, who experienced physical violence in the year prior to delivery, 
who were satisfied with the number of prenatal visits, and who breastfed beyond their 
baby’s first week of life.  Data from PRAMS also includes the number of pregnancies that 
were unintended, that is, not wanted or wanted later.  New York initiated PRAMS in 1993 
with assistance from the Centers for Disease Control and Prevention.  The State’s PRAMS 
grant covers those parts of the state outside New York City.   
 
New York City Department of Health initiated PRAMS in 2001 and began collecting data in 
August of that year.  The first years of data collection, response rates from the City, were 
less than 70%, the optimal response rates required by CDC for data analysis. In 2004, 
response rates reach of 70% where achieved for half of the batches.  As a result, CDC has 
agreed to develop a statewide PRAMS dataset.  As long as NYC continues to achieve 70% 
response rates with their PRAMS data, statewide datasets will be available.  The State 
PRAMS staff continue to collaborate with New York City Department of Health on a regular 
basis.    
 
Each year, the Office of Medicaid Management creates a prenatal study file.  This is an 
annual match of birth certificates with Medicaid prenatal care records that supports 
evaluation of prenatal care and birth outcomes for Medicaid-enrolled women.   
 
The Youth Risk Behavior Study (YRBS) collects information on the knowledge, 
attitudes and behaviors of high school students in the State.  This study excluded New 
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York City until 1996, but New York City data is now available.  YRBS is conducted every 
two years by the State Education Department.   
 
On a wider adult population, the Behavioral Risk Factor Surveillance System 
(BRFSS) collects valuable information on behaviors associated with the development of 
chronic diseases and the use of health resources.  Information on these risks is collected 
nationally by telephone survey using a standardized questionnaire.   
 
BRFSS information is made available at the county and regional level.  Population-based 
telephone surveys are conducted in 38 localities comprising the entire state using 
methods comparable to the Center for Disease Control and Prevention (CDC) methods.  A 
number of the localities are single counties; other counties are grouped together.  A total 
of 630 interviews with adults, aged 18 years and older, is conducted in each of the 38 
localities.  The questionnaire includes an 8-minute CORE module that is the same in each 
locality.  In addition, each locality is able to select modules they would like added to the 
basic survey.  A standard 4-minute questionnaire is also available for counties who do not 
opt for selecting an individualized set of additional questions.  The advantage to selecting 
the standard module is that those counties will be able to compare responses to other 
counties that selected the standard questionnaire.   
 
The Census Bureau’s Current Population Survey (CPS) reflects demographics such as 
age, sex, race and socioeconomic status.  These data are available on the state level only.  
The last available year is 2003.  
 
The Federal Maternal and Child Health Bureau has recently completed a National State 
and Local Area Integrated Telephone Survey of Children with Special Health Care 
Needs (SLAITS CSHCN Survey) and the SLAITS-based National Survey of Child 
Health.  The Division of Family Health uses the New York State data from both these 
surveys.  
 
Local Community Health Assessment Data:  Each of the State’s 58 local health 
departments in New York are required to submit a Community Health Assessment to the 
State Health Department every six years, with updates required every two years.  This 
assessment interprets vital statistics information, local trends, disease rates and special 
access issues, which the local health departments are then expected to address.  
Community health assessments are a particularly rich source of data describing unmet 
needs for direct medical services or for enabling services on a local level.   
 
The Public Health Information Group and the Office of Local Health Services coordinated 
an intensive review of each county’s assessment and provided feedback to local 
departments.  They helped local staff to identify their training needs, further advance 
their local assessment skills, select priorities that provide the greatest opportunities to 
impact public health in their jurisdiction, and define their plans as a community.  Many 
local departments are developing more comprehensive assessments and plans as a result.   
 
The satellite version of the CDC training program, “Public Health Data: Our silent partner” 
was televised as a collaboration with the Public Health Information Group, the Office of 
Local Health Services, the University at Albany School of Public Health, and the New York 
State Association of County Health Officials.  Public Health Information Group staff also 
provide live training sessions to improve data analysis capacity at the local level.  Most 
recently, an educational offering has been added that addresses disparities in birth 
outcomes.  Courses were made available on the New York – New Jersey Public Health 
Training Center’s website:  www.nynjphtc.org 
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The Communities Working Together Public Participation Process to Evidence-
Based Public Health:  Communities Working Together served as great model for 
including communities in the process of setting public health priorities.  The Department 
continues to assist localities in identifying and address local priorities through a 
collaborative, open, community-based process through several training initiatives in 
Assessment and Evidence-Based Public Health that continue the themes of 
community-involvement and data use.  Hospitals and local health departments are now 
collaborating in formulating Community Services Plans required of all hospitals by the 
State Hospital Code.   
 
Input of Families and Consumers:  The Department continues to work to improve 
parent and consumer input into the design and implementation of maternal and child 
health and Children with Special Health Care Needs programs.  Two years ago, family and 
consumer forums were conducted in twelve locations with the goal of having families and 
consumer identify, through their own experiences, parts of the health care system that 
are not welcoming, supportive or working for them.  This year, that process was again 
repeated, and additional focus groups were conducted. The idea is to improve maternal 
and child health programs through the expressed needs of consumers.   
 
These focus groups came about because the Family Specialist, the SSDI Coordinator and 
the Title V Coordinator met with parents and graduates of the “Making the Pieces Fit” 
training to write a strategic plan for enhanced parent involvement.  Parent planners then 
assisted in formulating the agenda for the groups.  The plan was then implemented with 
assistance from parents, local agency partners and the NYSDOH regional staff.  Parents of 
children with special health care needs are surveyed annually for their input on 
implementation of the parent involvement plan.  
 
Through a contractual arrangement with the Association of Prenatal/Perinatal Networks, 
more focus groups were conducted.  Downstate, in 2005, the Northern Manhattan 
Perinatal Partnership conducted focus groups with Native Americans in Suffolk County, 
African-American women from Nassau County and Far Rockaway (Queens), Asian women 
from Lower Manhattan, Middle Eastern families from Brooklyn, Puerto Rican and Mexican 
women from Nassau County, homeless moms at an American Red Cross shelter, and 
Caribbean/Dominican women from Northern Manhattan.  Upstate, the Mothers and Babies 
Perinatal Network conducted focus groups with refugees from Bosnia and other Eastern 
European countries settled in the Mohawk Valley, and with rural, low-income mothers and 
migrant and seasonal farmworker families from Western New York, as well as pregnant 
and parenting teens and a group of grandparents raising young children in the Southern 
Tier area.    
 
This year, groups were conducted at Akwasasne (Franklin County) with Native American 
women; Rochester (Monroe County) with Hispanic women; Syracuse (Onondaga County) 
with mothers of children with special health care needs; Westfield (Chautauqua County) 
with rural residents; Schenectady (Schenectady County) with Guyanese women; and in 
the Capital District area with Family Champions who are all parents of children with 
special health care needs from around the state.  Later in the program year, five 
additional focus groups were added, with the purpose of getting adolescents’ input on the 
performance measures that most related to them.  These groups, which included one 
group of institutionalized males and one group of institutionalized females, responded to 
questions about risk behavior associated with binge use of alcohol, motor vehicle crashes, 
depression and suicide, and smoking.   
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Parents also have a major role in the policy and program development in the Early 
Intervention Program.  Early Intervention conducts parent policy development training 
and the Early Intervention Parent Workgroup addresses a variety of service delivery 
issues. 
 
Each year, New York updates the Block Grant Application Glossary, which is included 
herein.  State-specific abbreviations and information are added to the Federal boilerplate 
in order to make the block grant application more understandable and readable to its 
multiple audiences. 
 
Testimony at Public Hearings:  Each year, the Maternal and Child Health Services 
Block Grant Advisory Council and the Department of Health sponsor a series of public 
hearings across the State.  This year’s locations were New York City, Buffalo and Albany.  
In addition to those who testified in person, written testimony in the form of letters and e-
mail notes were also accepted.  Requests for copies of the block grant application increase 
each time a pubic hearing notice is posted.   
 
Input from the Maternal and Child Health Services Block Grant Advisory Council:  
The New York State Department of Health established the Maternal and Child Health 
Services Block Grant Advisory Council in 1983, following the enactment of Chapter 884 of 
the New York State Laws of 1982.  The Council serves in an advisory role to the 
Department regarding the administration of funds under Title V of the Social Security Act.  
The Council assists the department in determining the program priorities and in soliciting 
public input for the preparation of annual applications.  
 
By mandate of statute, the Council is composed of twelve individuals, six of whom are 
appointed by the Governor, three of whom are appointed by the Temporary President of 
the Senate and three of whom are appointed by the Assembly Speaker.  Also by law, 
members are to include representatives of local government, the not-for-profit sector, 
and the community.  The Council was fully constituted at twelve active members until 
November 2005.  At this time, there is a Senate-appointed seat on the council that is 
vacant.  Title V staff are working with the Office of Governmental Affairs to secure a 
replacement for Mr. Skinner.   
 
The Council members, in their advisory capacity, bring a wealth of experience, 
information and concern to the table.  Advisory Council members carefully consider the 
testimony offered at public hearing, and often bring new information encountered in their 
daily professional lives, in formulating their recommendations to the Commissioner and 
the Governor.   
 
Current members are: 
 
• Dr. William Grattan, M.D., Council Chairperson 

Pediatrician and former Health Commissioner of Albany County 
(Governor's appointment) 

 
• Richard Aubry, M.D., M.P.H. 

SUNY Health Science Center, Syracuse, New York    
(Senate appointment) 

 
• Mecca S. Cranley, Ph.D., R.N. 

SUNY at Buffalo College of Nursing, Buffalo, New York 
(Governor's appointment) 
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• Thomas R. Curran, D.D.S.  

Maxillofacial surgeon and member of Chemung County Board of Health 
(Governor’s Appointment) 

 
• Joan Ellison, M.P.H., R.N. 

Director of the Livingston County Department of Health, Mt. Morris, New York  
(Governor's appointment) 

 
• Shirley Gordon  

Gordon & Gordon Associates, Inc., Albany, New York 
(Senate appointment) 

 
• Neil Heyman 

Southern New York Health Association, New York, New York 
(Governor's appointment) 

 
• Sarah Liebschutz, Ph.D. 

University of Rochester, Rochester, New York 
(Governor’s appointment) 

 
• Donna O’Hare, M.D. 

New York, New York 
(Assembly appointment)  

 
• Christine Saltzberg, Ph.D., R.N. 

Pittsford, New York 
(Assembly appointment) 

 
• Joseph S. Sanfilippo 

Binghamton, New York 
(Assembly appointment)  

 
• Stanley Skinner 

Schenectady Municipal Housing Authority, Schenectady, New York 
(Senate appointment- Resigned November 2006) 

 
Step 2.  Examining Capacity 
 
To assess system capacity, New York’s Title V program, consistent with the Ten Essential 
Services of Public Health and the CAST-V framework, continually re-evaluates New York’s 
ability to: 
 
a. Assess and monitor maternal and child health status to identify and address 

problems; 
b. Diagnose and investigate problems and hazards affecting women, children and 

youth; 
c. Inform and educate the public and families about maternal and child health issues; 
d. Mobilize statewide and community partnerships between policy makers, health care 

providers, families, the general public and others to identify and solve maternal and 
child health problems; 

e. Provide leadership for priority-setting, planning and policy development to support 
community efforts to assure the health of women, children, youth and families; 
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f. Promote and enforce legal requirements that protect the health and safety of 
women, children and youth and ensure public accountability for their well-being; 

g. Link women, children and youth to health and other community and family services, 
and assure access to comprehensive, quality systems of care; 

h. Assure the capacity and competency of the public health and personal health 
workforce to effectively and efficiently address maternal and child health needs;  

i. Evaluate the effectiveness, accessibility and quality of personal health and 
population-based maternal and child health services; and  

j. Support research and demonstration to gain new insights and innovative solutions to 
maternal and child health-related problems.  

 
Each bureau and program in the Division of Family Health has a Logic Model that 
illustrates the resources and partners needed to ensure capacity to carry out vital 
program elements, key objectives of each program, program activities and evaluation 
measures.   
 
Assessing Capacity with regard to Direct Medical Services:  Comprehensive 
assessment of the maternal and child health population’s ability to access high quality 
health care and to determine any gaps in the health care delivery system takes place at 
both the state and local level.  DOH program staff monitor for access issues at the 
provider level, also.   
 
Statewide, assessment activities utilize vital records to assess access to prenatal care and 
births by level of facility.  SPARCS data, which are data on hospital discharges, are used 
to assess hospitalizations for ambulatory care sensitive conditions and source of payment 
at time of delivery.  Program data and registries are used to monitor immunization and 
lead screening rates statewide, access to WIC and family planning services, and linkages 
to Early Intervention, specialty care and care coordination.  QARR outlines access and 
quality of health care from Medicaid Managed Care, Child Health Plus and commercial 
Health Maintenance Organization enrollees.  The Behavioral Risk Factor Surveillance 
Survey questions respondents about whether they were unable to consult a physician 
because of cost.  Enrollment in public or private insurance and insurance status can relate 
directly to access to care, but should be interpreted with caution; enrollment in insurance, 
including public insurance, does not guarantee access to care.   
 
Information about high-risk populations, health needs and service delivery is best 
obtained through local county health department, health care providers and the 
consumers themselves.  These are rich sources of information on gaps in local service 
delivery and the treatment experience of people in need.  Key information is also obtained 
from contractor workplans and consumer focus groups.  The new Children with Special 
Health Care Needs data system and the national SLAITS survey will fill a gap in our 
knowledge of this population, augmenting what was learned through the Family 
Voices/Brandeis study.  Focus groups can provide additional insight into barriers to care 
and needed supports.   
 
New York employs multiple strategies to ensure access and availability of primary and 
preventive maternal and child health services to its population.  Strategies include: 
 
• providing low income and disabled New Yorkers with a generous Medicaid, Child Health 

Plus,  Family Health Plus and Family Planning Benefit Program insurance packages; 
• providing incentives for small businesses to purchase health insurance for employees; 
• ensuring availability of adequate numbers of health care professionals through 

participation in programs such as the National Health Services Corps, the State Health 
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Services Corps, providing practitioner incentives to practice in underserved areas, and 
recruitment of under-represented minorities to health professions;  

• ensuring cultural competence training of staff through training and such venues as the 
New York- New Jersey Public Health Training Center (www.nynj-phtc.org) 

• providing “public goods” such as bad debt and charity allowances and provision for 
graduate medical education through pools established under the New York Health Care 
Reform Act; 

• providing sufficient regulatory authority to ensure necessary programs are of high 
quality; 

• ensuring adequate infrastructure at the level of the State Health Department; 
• ensuring, by law, linkages between levels of care, such as between Level One birthing 

hospitals and Level Two and Three hospitals and with Regional Perinatal Centers;  
• raising awareness of health services in vulnerable populations through extensive 

health outreach and health education campaigns; 
• providing the Growing Up Healthy Hotline and extensive NYSDOH and other web pages 

to direct consumers to services; 
• providing enabling services such as Medicaid transportation, translation and 

community health worker assistance; 
• assisting providers to become more culturally competent; 
• encouraging cross-system collaborations to better meet the human services needs of 

New Yorkers;  
• contracting for the provision of gap-filling direct health services when none are 

available otherwise;  
• providing state local assistance funds to ensure public health capacity at local county 

health departments; and 
• actively monitoring gaps in services and access issues at the community level through 

local community health assessment.   
 
The shift from a rate-setting to a free-market environment, and the expansions in 
Medicaid, managed care, Child Health Plus and Family Health Plus, have enabled some 
local health departments to concentrate less on providing direct medical services and 
more on providing population-based services.  More and more of the population is 
receiving care in a managed care environment, and New York has moved to mandatory 
Medicaid managed care where adequate coverage choices are available.   
 
Welfare reform has had a noticeable effect on Title V populations.  Welfare to work 
programs are moving mothers into the workplace.  The State is working to ensure that 
they have adequate benefits and safe and healthy child care.  New York is working to 
assist mothers entering into the work place with job training, extended supportive 
benefits, and expanding capacity and quality in the child care system.   
 
Welfare reform is also changing the way MCH services must be delivered.  Providers have 
had to adapt to the fact that there can no longer be a reliance on daytime clinic visits or 
home visits.  Fewer mothers and infants are at home during the day, and low-income 
workers may not be able to take days off without losing pay.  Services must be delivered 
during weekend and evening hours, or in convenient settings, like school-based health 
centers or workplace programs.   
 
The passage of the Family Health Plus Program, modeled on Child Health Plus, provided 
benefits similar to those under Child Health Plus to low income, working adults who are 
not eligible for regular Medicaid.  
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Even 100% enrollment in expanded Medicaid or insurance initiatives does not assure that 
all children and pregnant or parenting women will get access to the care they need.  
Other factors, such as the maldistribution of providers, shortages in providers that will 
accept Medicaid clients, large distances to specialty centers, and shortages of culturally-
competent, bilingual staff may have a negative effect on access to appropriate direct 
medical services.  When these trends and issues in utilization are noted, Title V programs 
are expected to then assess appropriate interventions, whether enabling services, 
population-based approaches or infrastructure-building activities.   
 
Assessing Capacity with regard for Enabling Services:  Disease and disability do not 
affect all segments of society equally.  The need for enabling services often becomes 
apparent when health outcome data are analyzed.  Consumers and local providers have 
taught us that disparities are often the result of the complex interplay between financial, 
structural and personal issues like socioeconomic conditions, culture, language and 
education, and are not necessarily due to lack of health care resources.  Often, the need 
for enabling services (transportation, translation, referral and care coordination) become 
more apparent when communities look for reasons for underutilization of resources and 
poor health outcomes.   
 
The need for additional enabling services is often gleaned from information from the 
direct services systems, from disparities in health status, and from consumers 
themselves.  All Title V programs are required to examine barriers to health care in the 
populations they serve, whether financial, cultural, geographic, institutional or personal, 
and to institute measures to minimize or eliminate those barriers in collaboration with 
other stakeholders.   
 
All Title V and Title V-related programs are also required to have extensive linkages and 
referral networks, thus assuring that care is delivered at the appropriate level of specialty 
and in the appropriate community or regional setting.  Compliance with program linkage 
requirements are monitored by DOH program managers.  The new statewide Perinatal 
Data System will allow an in-depth examination of referral patterns between community-
based providers and differing levels of perinatal care.   
 
Certain populations present unique access issues that make them particularly vulnerable 
to poor health outcomes.  Migrant and seasonal farmworkers and their families are one 
example.  Each year, between 15,000 and 70,000 migrant and seasonal farmworkers 
come to New York to perform the skilled, manual tasks needed to get New York’s crops 
planted, tended, harvested, processed and prepared for market, or to care for agricultural 
animals.  These workers include men, women and children who have unique difficulties 
accessing and sustaining contact with the health care system.  Health problems often 
reach very serious levels before care is sought, and the migrant family must often move 
on before care is completed.  Because there is little continuity in their care, and because 
the work itself can be dangerous and stressful, complications from poorly controlled acute 
and chronic conditions are very common in this group.  In-camp, culturally- and 
language-appropriate services and assistance with linking to health services, both in their 
present location and future locations, is imperative to improving their health status.   The 
Migrant Health Program provides just such care, and continually evaluates their capacity 
to assist the population in sustaining contact with the health care system.  
 
Program data from the Community Health Worker Program, which is targeted to and 
staffed by people from the same high-risk zip codes, show that enhanced outreach, the 
modeling of care-seeking behavior, and providing a supportive, helping relationship can 
help low-income, oftentimes overstressed mothers and families to engage and remain 
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engaged with the health care system and to gain better health outcomes for their 
families.   
 
The Bureau of Dental Health has tested new, community-based models for enabling 
services under the Innovative Oral Health Services Initiative.  Tompkins, Onondaga and 
Broome Counties are testing innovative dental case management models, which are 
proving to be very effective in enabling access to care, sustaining contact with dental 
providers and reducing no-show rates among rural and urban populations at high-risk for 
oral disease.   
 
Assessing Capacity with regard for Population-Based Services:  The need for 
population-based services may surface on a statewide or community level, based on a 
health need that can be prevented, controlled, or ameliorated, through a public health 
intervention that is safe, accepted, economical and effective.  Examples of factors 
assessed to determine the need for population-based services are immunization levels, 
blood lead screening levels, incidence of anemia and overweight, rates of hearing loss, 
oral health status, injury rates, rates of neural tube defects, or the recognition of a 
widespread need for certain knowledge.  These needs may become known through the 
analysis of vital statistics, use of registry data, analysis of queries for health information, 
the administration of population-based knowledge, attitude and behavior (KAB) studies, 
focus groups or other types of special studies.   
 
Assessing Capacity with regard for Infrastructure-Building Services:  The 
protection and promotion of the public’s health is not possible without adequate public 
health infrastructure.  Public health agencies must have the ability to perform adequate 
needs assessment, to appropriately evaluate public health issues and programs, to 
develop meaningful policies and standards, to engage their communities, to coordinate 
existing resources, to ensure quality, and to adequately train the public health workforce.  
 
In late 2001, the New York State Public Health Council appointed a public health 
infrastructure workgroup and charged it with the task of assessing the public health 
system infrastructure in New York State.  Members of this workgroup included individuals 
in academics, medicine, public policy, government, private foundations, the business 
community, and the voluntary sector.  In December 2003, the Public Health Council 
presented a report to the Commissioner titled, Strengthening New York’s Public 
Health System for the 21st Century.  The report reviewed the strengths and needs, as 
well as made recommendations for improvement around the public health infrastructure 
around: the public health workforce, public health organizational systems and 
relationships, public health data and information systems.  The Department is working 
toward implementing the recommendations during the coming years.     
 
The Department is able to assess the adequacy of the infrastructure for maternal and 
child health services through: 
 
• Establishing and maintaining regular multi-directional communication with local health 

departments, local contractors, our regional offices, other units within the State Health 
Department and other State and Federal agencies;   

 
• Regularly and frequently monitoring the quality and the content of local health 

assessments, public health service plans and contractor workplans; 
 
• Monitoring the ability of our programs, our contractors and county health departments 

to effectively achieve the desired results; 
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• Monitoring and auditing the use of available resources, including available technical 

assistance;  
 
• Monitoring the mainstream health care systems for their ability to respond to cultural 

and language differences, changing trends and demographics and public health 
emergencies;  

 
• Annually reassessing our internal controls system for areas of vulnerability; and 
 
• Performing special assessments relative to the ability of local agencies to perform 

essential public health services.   
 
Step 3.  Selecting Priorities 
 
Utilizing annual Needs Assessment, priority setting is conducted as a melding process, 
combining: 
 
1. the results of the open, public input processes; 
2. the use of the many and various data sets available to the Department; 
3. the use of program data and provider input to identify trends and issues;  
4. infrastructure evaluation; 
5. the input of the public and the Maternal and Child Health Services Advisory Council 

and consumers to assist in interpreting these data and identifying important trends, 
gaps in services or barriers to care; and  

6. the input of key staff within the Department.  
 
Needs are ranked according to the severity of the problem, the number of people 
affected, the human and monetary cost to individuals and society, and the years of 
productive life lost. 
 
Step 4.  Setting targets 
 
New York’s State initially developed its state performance measures and performance 
targets under the pilot of the new application process seven years ago. Measures were 
picked that best depicted our State’s goals for maternal and child health; that is, those 
that were not already in the core set of Federal Performance Measures.  In the 2001 
application, new measures were drafted based on the inclusion of some of our measures 
as Health Status Indicators, based on the new needs assessment, and based on enhanced 
consumer and Advisory Council input.   
 
Following the five-year assessment cycle required by Title V, and in consideration of past 
progress, several performance targets were re-adjusted in 2002.  For the Fiscal Year 2003 
application, performance targets were updated based on this improvement cycle, based 
on parent and consumer input, and based on the more detailed needs assessment process 
required for that application. 
 
The table that follows summarizes the relationship between New York’s priority needs and 
Federal and State Performance and Outcome Measures.   
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Priority Area Applicable National 

Performance Measures 
Applicable State 
Performance Measures 

Applicable  
Outcome Measure 

Access to Care, 
incorporating Mental Health 
issues 

1 – 18 1, 2, 4, 5, 10 1 – 6, NY 

Oral Health 9,15,18 3,9 1 
Overweight/Obesity 14 3 NY 
Disparities 1-18 1-10 1 - 6, NY 
Asthma HSCI 1 2 6 
Tobacco, alcohol, drugs 8,10,15 8,9 1 - 6, NY 
Unintended/Adolescent 
Pregnancies 

8 1 --- 

Genetics-Screening/Follow-
up  

1,12 --- 1 - 6 

Violence 16 7 6 
Parent Partnership 2 - 6 --- --- 

 
Please refer to Form 11 for New York’s Performance Targets.  Performance targets were 
set in consideration of present status on the measures, Healthy People 2010 goals and, to 
ensure that the target set was realistic, trends in achievement over the past few years.  
In places where New York State had a perfect score, the goal is to remain at that level.  
The method varied somewhat with the measure.   
 
National Performance Measure (NPM) #1:  New York has consistently achieved 100% on 
newborn metabolic screening, and aspires to continue our success in this area.   
 
National Performance Measure 2 through 6 are new as of two years ago, taken directly 
from the SLAITS survey.  The first year’s data was used as a baseline.   
 
The goals for the following measures were set based on Healthy People 2010 Objectives 
for the Nation:   
 

• National Performance Measure #8, the rate of births to teens ages 15 to 17; 
• National Performance Measure #16, the rate of suicide deaths among 15 to 19 

year olds; 
• National Performance Measure #18, relative to first trimester prenatal care; 
• State Performance Measure #1, relative to unintended pregnancies; 
• State Performance Measure #6, infants placed on their backs to sleep; 
• State Performance Measure #8, high school students who drank five or more 

drinks of alcohol in the last 30 days; 
• Outcome Measure #1, infant mortality;  
• Outcome Measure #3, neonatal mortality; 
• Outcome Measure #5, perinatal mortality; and  
• State Outcome Measure, maternal mortality.     

 
National Performance Measure #9, percent of third-grade children who have received 
protective sealants, was previously NPM #7.  Goals were set at a level below the Healthy 
People Objective, but at a level that is believed to be a realistic endpoint.   
 
The following targets were set based on trends or linear projection of current progress 
and by what was believed to be a realistic endpoint: 
 

• National Performance Measure #7, immunization levels; 
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• National Performance Measure #10, deaths due to motor vehicle crashes in 
children under age 14; 

• National Performance Measure #11, percentage of mothers who breastfeed their 
infants at hospital discharge; 

• National Performance Measure #12, percentage of children screened for hearing 
loss before hospital discharge; 

• National Performance Measure #13, percent of children without health insurance; 
• National Performance Measure #14, percent of children receiving WIC with a Body 

Mass Index (BMI) at or above the 85th percentile;  
• National Performance Measure #15, percent of women who smoke in the last three 

months of pregnancy; 
• National Performance Measure #17, percent of very low birthweight infants who 

were delivered at a facility for high risk deliveries and neonates; 
• State Performance Measure #2, hospitalization rates for asthma for children age 1 

to 14; 
• State Performance Measure #4, teen pregnancy rate for girls 15 to 17 years of 

age; 
• State Performance Measure #5, percent of women who, after giving birth, feel 

down, depressed or hopeless;  
• State Performance Measure #7, hospitalizations for self-inflicted injuries in 15-19 

year olds; 
• State Performance Measure #9, high school students who reported that they 

smoked cigarettes in the last month; 
• State Performance Measure#10, children screened for high blood lead before their 

second birthday; 
• Outcome Measure #2, ratio Black Infant Mortality to White Infant Mortality; 
• Outcome Measure #4, postneonatal mortality rate; and  
• Outcome Measure #6, child death rate. 
   

Endpoints may be above or below the Healthy People 2010 Objectives, if a comparable 
Healthy People 2010 Objective is available.  Program staff and Division of Family Health 
and Center for Community Health administration review accomplishments on Core and 
State Negotiated Performance Measures, along with other strategic measures, in each 
application cycle.  This information is then used to inform program managers of areas 
where improvement is or is not occurring at the expected rate and identify strategies for 
improvement.  Some goals are difficult to realistically set, given lack of longevity in the 
data (National Performance Measures #2-6).   
 
Step 5.  Identifying Activities 
 
Activities planned for FFY 2007 are included in section IV.  New York’s annual plan flows 
from the identification of priority needs, progress on the National and State 5-year 
performance and outcome measures, consumer and advisory input and the capacity and 
resources of this agency and its partners.  Anticipated program activities are grouped by 
level of the pyramid and by segment of the Title V population--meaning whether the 
service relates to services for pregnant women, for mothers and infants, for children or 
specifically for children with special health care needs.  Most, if not all, of the Title V and 
Title V-related programs have activities in more than one level of the MCH Pyramid.  For 
example, direct services may have an enabling component, population-based services 
may have an infrastructure-building component, and so forth.   
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Step 6.  Allocating Resources 
 
In each of the last program years, the Maternal and Child Health Service Block Grant 
Advisory Council has re-affirmed its “Principles and Guidelines for the Use of Block Grant 
Funds.”  This document has continued relevance to allocation decisions to ensure 
maximum benefit from New York’s allocation.   
 
These guidelines, coupled with the structure for the MCHSBG reflected by the MCH 
Pyramid, guide recommendations for reductions/increases in program allocations, and/or 
redirection of program focus or elimination.   
 

Principles of Allocation of the Maternal and Child Health Block Grant Funds 
I. Programs must support functions and be consistent with the purposes of Title V, The Maternal 
and Child Health Services Block Grant.   
 

II. In general, MCHSBG funds must support needed functions for which adequate funds are not 
available through other sources.  However, availability of these funds should be determined on a 
case-by-case basis considering criteria established below.  
 

III. MCHSBG funds should be targeted so as to render the greatest public health benefits while 
maximizing limited resources.  Criteria for targeting include:   

-  identification of populations at greatest risk or need based on geographic, demographic, 
   social, cultural and economic factors; 
-  mortality and morbidity; 
-  availability of effective and cost-effective interventions; 
- ability to measure program outcomes; and  
- inadequate funding from other sources to meet the need.  

 

IV. These funds should be used to augment, not supplant, other funding sources, and when possible, 
should support demonstration projects and coordination activities that can later be maintained by 
other funding sources. 
 

V. Block Grant funds should not be used to support basic research. 
 

VI. Block grant funds should be directed toward preventive services as much as possible.  When 
funds must be allocated for personal health care services because of demonstrated need and lack of 
any other funding sources, preventive services must be incorporated into these services.  
 

VII. Block Grant funds should be allocated in a manner consistent with Federal and State 
requirements and be consistent with the Public Health Priorities of New York State.  
 

VIII. Block Grant funds should not be used to support established public health services.  
 

 
Step 7.  Monitoring Progress 
 
The Department and the MCHSBG Advisory Council have been monitoring and will 
continue to carefully monitor MCHSBG-funded programs to assure that block grant 
resources complement rather than duplicate the direct provision of personal health care 
services under Medicaid and expanded insurance or eligibility initiatives such as PCAP, 
Child Health Plus and Family Health Plus.  Careful attention has been given to ongoing 
need, effectiveness and availability of alternative resources, enabling the redirection of 
resources to bolster core public health functions, improve systems development and 
support community-based prevention initiatives and safety net services.  Program 
managers and administrators are responsible for monitoring progress on health and 
process outcomes related to their programs.  Each bureau and program has a Logic Model 
describing key objectives and evaluation measures used to ascertain progress toward 
those objectives.   
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B. Five Year Needs Assessment 
 

1. Conducting the Needs Assessment 
 

The needs assessment cycle was described in Section II A.  Stated simply, New York’s 
Title V program determines need through assessment of delivery systems, agency 
capacity and the health care environment; health status and health outcome data; and 
information supplied by key informants, namely parents, consumers, program staff, 
providers and other interested parties.  Needs are ranked according to the severity of 
the problem, the number of people affected, the human and monetary cost to 
individuals and society, and the years of productive life lost.  Our framework for 
examining need and for designing effective solutions to public health issues was 
provided in the Communities Working Together process.  New York State 
Department of Health also incorporates Healthy People 2010 Objectives for the Nation 
into virtually all goal setting and programming.   
 
New York’s Planning Framework—From Communities Working Together to 
Evidence-Based Public Health:  In the summer of 1996, a committee of the New 
York State Public Health Council undertook an inclusive priority-setting process.  In 
doing so, the Council enabled input from multiple partners and citizens, and 
established a framework for focusing community action in those areas that lead to the 
most significant improvement in the functional lifespan of all New Yorkers, as well as 
for reducing health disparities among New York residents.  The Committee was guided 
by five key principles: 

 
1.) Local communities can have the greatest impact on health by intervening in the 

causes of poor health, rather than focusing on the health problems themselves.  
2.) The greatest improvements in health can be achieved in areas where there are 

effective interventions that involve the entire community and the 
individual. 

3.) The priority health areas must address those conditions that result in the greatest 
morbidity, mortality, disability and years of productive life lost.   

4.) The priorities should reflect problems of greatest concern to local 
communities.   

5.) Progress should be measurable through specific, quantifiable, and practical 
objectives.  

 
The Committee, in their final report Communities Working Together for a 
Healthier New York, identified 12 priority areas, most of which had a maternal and 
child health component, and addressed these priorities as “opportunities for action”:  
 
(Readers will note the similarity of the Committee’s choice of “opportunities” with the 
Healthy People 2010  “Leading Health Indicators,” which came out later.) 
 
• Access to and Delivery of Health Care 
• Education 
• Healthy Births 
• Mental Health 
• Nutrition 
• Physical Activity 
• Safe and Healthy Work Environment 
• Responsible Sexual Activity  
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• Substance Abuse: Alcohol and other Drugs 
• Tobacco Use 
• Unintentional Injuries 
• Violent and Abusive Behavior 
 
The report asked communities to collaborate in addressing the underlying causes of 
poor health, stressing the need for a commitment from all New Yorkers and from all 
sectors of our society.  While the regulatory role of government, for instance in 
ensuring safe water or surveillance and control of infectious diseases, was not listed as 
a priority area, the report cautioned that government must continue to meet its 
responsibilities for essential public health infrastructure. The report underscored the 
need for assessment, policy development and assurance functions to be maintained to 
meet the objectives of the report.   

 
As a state health agency, we continue to use these principles and goals as a guiding 
framework to approach health issues.   
 
More specifically, the charts that follow summarize important data used to establish 
the need for services by population group and level of the MCH Pyramid.  

 
 

Data Indicating Need for Direct Medical Care – 
Preventive and Primary Care for Pregnant Women, Mothers and Infants 

Need Identified Supporting Data/Documentation 
Improved access to 
comprehensive, continuous, 
family-focused, community-
based, age- and sex-
appropriate primary and 
preventive care, including 
access to: 
• family planning 

information 
      and services; 
• medical homes; 
• dental services; 
• prenatal care; 
• mental health services; 
• health insurance; 
• statewide availability of  
      services; 
• referral to appropriate 

levels 
      of care; and 
• prevention of secondary  
      disability. 
 

Unwanted, mistimed pregnancy rates 
Adolescent pregnancy rates/birth rates 
Low birth weight rates 
Perinatal and infant mortality rates 
Early entry into prenatal care rates/late and no entry 
rates 
Kotelchuk Index 
Disparities in birth outcomes between population 
groups 
Maternal mortality rates/study 
Behavior Risk Factor Survey results on access to care 
Percentages of uninsured children and families 
Immunization data 
Rates of hospitalization for asthma and otitis media 
Rates for perinatal transmission of HIV and Hepatitis B 
Family and consumer input 
MCHSBG Advisory Council input 
Local community health assessments 
Program data, including data from Medicaid, Child 

Health Plus, CSHCN, the Community-Based 
Adolescent Pregnancy Prevention Program, the 
Children with Special Health Care Needs 
program, the Family Planning Program, the 
Preventive Dentistry Program, the Dental 
Rehabilitation Program, the Migrant Health 
Program, the American Indian Health Program, 
and School-Based Health Centers 
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Data Indicating Need for Direct Medical Care –  

Preventive and Primary Care for Pregnant Women, Mothers and Infants 
(Continued) 

Need Identified Supporting Data/Documentation 
Healthy births Low birth weight rates and very low birth weight 

rates 
Adolescent pregnancy and birth rates 
Perinatal and infant mortality rates 
Rates for early entry into prenatal care 
Disparities in birth outcomes between population 
groups 
PRAMS data  
Family and consumer input 
MCHSBG Advisory Council input 
Local community health assessments 
Early intervention program and CSHCN program data 
Use of appropriate level of birth facility 
Cost of hospitalization for NICU in human suffering 

and dollars 
Medicaid and Managed Care data 
Maternal morbidity and mortality data 
Congenital anomaly registry data 
Genetics services utilization data 

 
Data Indicating Need for Direct Medical Care – 

Preventive and Primary Care Services for Children, Ages 1 through 21 
Need Identified Supporting Data/Documentation 
Improved access to 
comprehensive, continuous, 
family-focused, community-
based,  age- and sex-
appropriate primary and 
preventive care, including 
access to: 
• family planning 

information  
and services; 

• medical homes; 
• dental services; 
• mental health services; 
• health insurance; 
• counseling on risk-taking  

behaviors; 
• statewide availability of  

services; 
• referral to appropriate 

levels  
of care; and 

• prevention of secondary  
disability. 

Immunization Rates – by age, location, payment 
source, insurance status, etc 

Rates of dental caries – by age and economic level 
Rates for placement of dental sealants 
Lead screening data 
Adolescent pregnancy rates 
High rates of use for tobacco, alcohol and other 
drugs 
Rates for suicide attempts and suicides 
Family/suicide survivors’ input 
Family and consumer focus groups 
MCHSBG Advisory Council input 
Local community health assessments 
Rates of hospitalization for self-inflicted injuries 
Rates of unintentional injuries 
STD and HIV rates 
Health disparities information 
Rates of hospitalizations for ambulatory care 

sensitive conditions 
Rates of risk-taking behaviors 
MA data/EPSDT 
Child Health Plus coverage rates 
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Data Indicating Need for Direct Medical Care – 

Children with Special Health Care Needs 
Need Identified Supporting Data/Documentation 

Improved access to 
comprehensive, continuous, 
age- and sex-appropriate 
primary and preventive care 
and specialty level care, 
including access to: 
• medical homes; 
• referrals to appropriate 

specialty services and 
higher levels of care; 

• needed durable medical 
equipment and supplies; 

• supportive services, like 
respite; and 

• family involvement. 

Use all of data sources mentioned above under 
“Children,”  plus: 
Parent and consumer input 
Public hearings 
MCHSBG Advisory Council input 
Family Voices/Brandeis study 
Children with Special Health Care Needs Program 
data 
Dental Rehabilitation Program data  
Early Intervention Program data 
Local community health assessments 
MA data/Child Health Plus data 
SLAITS 
 

 
Data Indicating Need for Enabling Services – 

Preventive and Primary Services for Pregnant Women, Mothers and Infants 
Need Identified Supporting Data/Documentation 
Early and improved access to 
prenatal care and other 
primary and preventive care 
through: 
• enhanced and sustained 

outreach; 
• transportation; 
• translation services; 
• role modeling appropriate 

care seeking behaviors; 
• parenting support; 
• health guidance; 
• insurance programs; 
• assistance with locating 

and accessing services; 
and 

• referral and support 
services. 

 

Medicaid utilization and QARR data  
Rates of early and late/no entry into prenatal care 
Kotelchuk Index 
PRAMS data 
Program reports (migrant health, adolescent 
programs, school health) 
Rates of uninsured 
Data on source of payment for obstetrical deliveries 
Family and consumer input 
MCHSBG Advisory Council input 
“Growing Up Healthy” Hotline and other MCH-related 

hotline calls 
The number of hotline callers who inquire about 
eligibility based on immigration status 
Local community health assessments 
MA/PCAP data 

 
Data Indicating Need for Enabling Services – 

Preventive and Primary Care Services for Children, Ages 1 through 21 
 Need Identified Supporting Data/Documentation 
Same as above.  Same as above.  

 
Substitute Hospitalizations for Ambulatory Care 
Sensitive Conditions for prenatal care measures. 
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Data Indicating Need for Enabling Services – 

Children with Special Health Care Needs 
 Need Identified Supporting Data/Documentation 
Same as above.   
 
Additional need identified: 
Assistance with care 
coordination and with vendors 
for home care/medical 
equipment.   

Use all of data sources mentioned above under 
“Children,” plus: 
SLAITS 
Family Voices/Brandeis study 
Parent and consumer input 
MCHSBG Advisory Council input 
Early Intervention Program data 
Children with Special Health Care Needs data 

 
Data Indicating Need for Population-Based Services – 

Primary and Preventive Care for Pregnant Women, Mothers and Infants 
 Need Identified Supporting Data/Documentation 

Healthy births Rates of early entry into prenatal care 
Rates of late and no prenatal care 
Kotelchuk Index 
Perinatal Hepatitis B and HIV transmission rates 
Rates of prenatal HIV counseling and testing  
Rates of low and very low birth weight 
Mortality rates: infants, perinatal, postneonatal 
Breast feeding data 
Maternal mortality rates 
PRAMS data 
PCAP/MOMS data 
Advisory Council and Public Hearings/consumer input 

 
Data Indicating Need for Population-Based Services – 
Primary and Preventive Care for Children, Ages 1 - 21 

 Need Identified Supporting Data/Documentation 
Improved oral health and 
better access to preventive 
oral health services 

NYS Oral Health Survey 
Percentages of water supplies that are fluoridated 
Rates of dental caries 
Data on dental underserved areas 
Rate of Medicaid children who receive a dental 

preventive service (includes sealants and dental 
exams) 

Data on lack of dental insurance and high out-of-
pocket expense 

Family and Consumer Input 
Public Hearings/consumer input 
Advisory Council input 
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Data Indicating Need for Population-Based Services – 
Primary and Preventive Care for Children, Ages 1 – 21 

(Continued) 
 Need Identified Supporting Data/Documentation 
Improved access, on a 
population-wide basis, to 
comprehensive, continuous, 
family-focused, community-
based,  age- and sex-
appropriate primary and 
preventive care, including 
access to: 
• family planning 

information and services; 
• medical homes; 
• mental health services; 
• health insurance; 
• counseling on risk-taking 

behaviors; 
• statewide availability of 

services; 
• referral to appropriate 

levels of care; and  
• prevention of secondary 

disability. 

Rates of uninsured 
Youth Risk Behavior Survey data on use of alcohol, 
drugs and tobacco.  
Rates of intentional injuries/suicides/suicide 
attempts 
Rates of teen pregnancies and births 
SPARCS data on hospitalizations for ambulatory 
sensitive conditions including data on asthma 
Immunization levels and occurrences of vaccine-
preventable diseases 
STD and HIV morbidity data 
Local community health assessment data 
Program data (lead poisoning, family planning, 
school health, etc.) 
Family and consumer input 
Public Hearings/consumer input 
MCHSBG Advisory Council input 
 

Completion of high school and 
compulsory health education 

Data on drop out rates and associated socio-
economic consequences, Level of maternal 
education, Rates of high school non-completion 
among teen moms and others 

Mental health  Rates for teen suicides, attempted suicides, 
intentional injuries 

Youth Behavioral Risk Survey data on use of 
substances, mental health 

Program data (School-Based Health Centers, ACT for 
Youth) 

Responsible sexual behavior Youth Behavioral Risk Survey data on use of 
contraception, students forced to have sex when it 
wasn’t wanted, age at initiation 
Unplanned and adolescent pregnancies and births 
Rates of induced terminations of pregnancies 
Morbidity data: STD, HIV 
Program data (Family Planning, Community-Based 
Adolescent Pregnancy, Abstinence Education, School 
Health) 

Nutrition and physical activity Nutrition surveillance studies, WIC program data 
YRBS  

Reduced use of tobacco, 
alcohol and other drugs 

Youth Behavioral Risk Survey, PRAMS 
Rates of injuries where drugs and alcohol are 
involved 

Reduction of 
violence/intentional injuries 

Youth Behavioral Risk Survey, Hotline Calls 
SPARCS data on hospitalizations, ER use for injuries 
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Data Indicating Need for Population-Based Services – 

Children with Special Health Care Needs 
Need Identified Supporting Data/Documentation 
Need for comprehensive, 
continuous, family-centered, 
community-based system of 
care for the full population of 
children with special health 
care needs, including: 
• readily accessible 

information about the 
location and availability of 
services; and  

• access to and insurance 
for accessing appropriate 
levels of care and 
appropriate specialty 
services.  

Use all of data sources mentioned above under 
“Children,”  plus: 
SLAITS 
Family Voices/Brandeis study 
Parent and Consumer input 
Public Hearings input 
MCHSBG Advisory Council input 

 
Data Indicating Need for Infrastructure Services – 

All Populations 
 Need Identified Supporting Data/Documentation 
Continued need for a strong 
and vibrant public health 
infrastructure that supports 
maternal and child health 
services in New York State 

There is a continued need for the infrastructure to 
support: 
• Assessment of problems and conditions that 

affect the MCH population; 
• Ability to identify and bring resources to bear on 

priority health issues;   
• Coalition-building and collaboration skills; 
• Availability and access to necessary technical 

assistance; 
• Appropriate numbers, types and distribution of 

MCH/public health personnel; 
• Statewide accessibility, availability and 

acceptability of MCH services at all levels of care; 
• Form effective linkages between/across systems 

of care; and 
• Assurance of quality through assessment and 

monitoring of local health departments, providers 
and contractors, law and regulations. 

The need for infrastructure 
that supports access an array 
of affordable, high-quality, 
comprehensive, continuous, 
culturally-competent, 
linguistically-appropriate 
services for all MCH 
populations 

Uninsured data and program utilization data 
GIS locators for facilities and 

practitioners/underserved areas 
Health personnel data and registries 
Locations of providers, comprehensiveness of 

provider networks 
Linkages between primary, secondary and tertiary 

levels of care 
Appropriate monitoring and regulation 
Special populations data 
Special studies 
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Data Indicating Need for Infrastructure Services – 

Primary and Preventive Services for Pregnant Women, Mothers and Infants 
 Need Identified Supporting Data/Documentation 

An infrastructure that 
promotes healthier births: 
• affordability and access to 

insurance for prenatal and 
intrapartal care; 

• appropriate array of 
services/ locations; 

• regionalized system of 
perinatal care; 

• family planning education 
to promote appropriate 
spacing; 

• content of care that 
includes risk assessment 
and patient education; 
and 

• links to nutrition/other 
supports.  

Data on uninsured 
Vital Statistics and SPARCS data on payment for 

source deliveries 
Locations of providers and facilities 
Linkage agreements between levels of care 
Rates of unintended and teen pregnancies and births 
QARR and MA data 
Percentages of high-risk infants born at Level 3 

facilities 
PRAMS data 
Program data (Family Planning, Community Health 
Worker,  
PCAP and MOMS Programs) 
Rates of low and very low birth weight/Mortality 
rates 
Infant Mortality Community Review Panel 
recommendations 
Public Hearing, Consumer and MCHSBG Advisory 

Council input 
Monitoring and regulatory data 

 
Infrastructure Services – 

Primary and Preventive Services for Children, Ages 1- 21 
 Need Identified Supporting Data/Documentation    

Need for infrastructure to 
support comprehensive child 
health and school health and 
wellness in order to promote: 
• access to insurance; 
• access to a full array of 

screening and treatment 
services for medical, 
dental and mental health 
issues; 

• responsible sexual 
behavior; 

• reduced use of tobacco, 
alcohol and other drugs; 

• reduction in unintentional 
injuries; and  

• reduction of violent 
behaviors. 

Appropriate assessment capacity 
Ability to design and implement effective strategies 
Ability to form statewide and community-level 
coalitions 
Insurance/uninsured data 
Free and reduced price lunch data 
Teen pregnancy and birth rates 
Morbidity and mortality data 
Utilization data 
Program data 
ATUPA enforcement activities 
Presence or absence of health education services 
SPARCS data on injuries 
Youth Behavioral Risk Survey data 
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Infrastructure Services – 

Children with Special Health Care Needs 
 Need Identified Supporting Data/Documentation 
Need for infrastructure that 
supports: 
• better assessment of need; 
• family-centered 

care/enhanced family 
participation in care; 

• easy access to necessary 
services; 

• compassionate, coordinated 
care. 

Use all of data sources mentioned above under 
“Children,” plus:  SLAITS and Family 
Voices/Brandeis survey data 
Family and consumer input 
MCHSBG Advisory Council input 
Public hearing testimony 
Children with Special Health Care Needs and Early 
Intervention Program data 
Medicaid and managed care data 
Monitoring data 

 
 
2.   Needs Assessment Partnership Building and Collaboration 
 
There are multiple collaborations and partnerships formed around needs assessment, 
planning and policy development.  Here are just a few examples of the collaboratives that 
work with NYSDOH: 

 
The State Education Department (NYSED) is a key partner in needs assessment and 
priority setting for services relating to the school-aged population.  NYSED and DOH have 
formal planning structures related to youth risk behavior surveillance, comprehensive 
school health, school-based primary care and dental services, and workforce and scope of 
practice issues.  NYSED also collaborates with NYSDOH on the Supplemental Fluoride 
Distribution Program.  The Children with Special Health Care Needs Program and the Early 
Intervention Program regularly interact with SED’s Vocational and Educational Services for 
Individuals with Disabilities (VESID) Program.   

 
Other regular state-level collaborators include the Office of Mental Health, the Office of 
Mental Retardation and Developmental Disabilities, the Office of Temporary and Disability 
Assistance, the Office of Children and Family Services, the Office of Substance Abuse and 
Alcohol Services, Developmental Disabilities Planning Council, the Commission on Quality 
of Care and Advocacy for Persons with Disabilities.  There are also numerous private and 
not-for-profit groups who are consulted and enlisted in planning for maternal and child 
health services.  Some examples follow:   
 
Bureau of Dental Health recently held a series of regional oral health stakeholder 
meetings involving school dental health and Head Start/Early Head Start stakeholders for 
the purpose of needs assessment and discussing implementation of the statewide Oral 
Health Plan.  Attendees received meeting summaries, membership in the Oral Health 
listserv, information about additional potential regional and statewide partnerships, and 
an invitation to participate in the newly formed statewide Oral Health Coalition.  The 
Dental Bureau has also engaged an expert panel to consider the scientific evidence 
related to oral care during pregnancy and in early childhood and to formulate practice 
guidelines for New York State dentists and obstetrical care providers.  The guidelines are 
presently ready for distribution.  
 
NYS Touchstones, with the Council on Children and Families in the lead, began as a 
collaborative of 13 NYS agencies that fund programs and services for children and 
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families.  Touchstones is a set of measurable goals and objectives as well as health, 
education and well-being indicators that reflect the status of children and families in 
relation to those goals and objectives.  The Council produces the Touchstones/KIDS 
COUNT Data Book annually.  The KWIC, Kids Well-being Indicators Clearinghouse, makes 
vital youth statistical information more timely, accessible and usable to communities in a 
user-friendly format.  The Clearinghouse is available on the website 
http://www.nyskwic.org/ . 
 
The New York State Youth Development Team is a partnership established in 1998 by 
more than two dozen public and private organizations.  The partnership has lead efforts to 
develop and promote youth development strategies across health and human services 
systems in New York State.  Agency team members include all major state agencies 
serving youth (health, mental health, education, public assistance, juvenile justice, 
substance abuse), as well as the New York State Nurses Association, Cornell University, 
the YMCA, the NYS Association of Youth Bureaus, the Mount Sinai Adolescent Health 
Center the Association of Family Services Agencies, the NYS Center for School Safety, 
University of Buffalo, Families Together of NYS, University of Rochester, the Schuyler 
Center for Analysis and Advocacy, the Conference of Local Mental Hygiene Directors, and 
the NYS Counseling Association.  The team is currently developing a compendium of 
outcome indicators for state and local use in measuring youth development efforts. 
 
The Coordinated Children’s Services Initiative (CCSI) is a cross-systems process for 
serving children with special emotional and behavioral services needs that builds upon 
legislation enacted in 2002.  The process utilizes strength-based approaches, consistent 
and meaningful family involvement, individualizing planning, and encourages creative, 
flexible decision-making and funding strategies.  CCSI Statewide Partners are:  Family 
Representatives, Office of Mental Health, State Education Department, Office of Children 
and Family Services, Council on Children and Families, Division of Probation and 
Correctional Alternatives, Office of Mental Retardation and Development Disabilities, 
Department of Health, NYS the Commission on Quality of Care and Advocacy for Persons 
with Disabilities, and the Developmental Disabilities Planning Council.  Priority areas for 
CCSI include the development and delivery of training and technical assistance related to 
building and sustaining local systems of care, including a family advocacy training 
curriculum.  CCSI continues to work to implement the comprehensive set of 
recommendations for improving services for children who have cross-systems needs 
(developed in 2004). 

 
It is to be noted that on August 2, 2005 Governor Pataki signed Chapter 392 of the Laws 
of 2005, establishing the Out-of-State Placement Committee within the Council on 
Children and Families.  The Out-of-State Placement Committee is responsible for 
improving the monitoring of out-of-state residential placements, promoting coordination 
across all levels of government, and establishing a process for identifying and considering 
in-state resources prior to making an out-of-state placement. 

 
The Family Champions Project engages parents of children with special health care 
needs in training on planning, policy and advocacy.  Family Champions assisted Title V by 
participating in consumer focus groups and testifying before the Maternal and Child Health 
Services Block Grant Advisory Council. Family Champions will continue to be engaged in 
program planning and policy development initiatives with the Children with Special Health 
Care Needs Program.    
 
Overall, needs assessment and health planning are the shared responsibility of every 
program within DOH and their local counterparts, which is successful because: 
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• As a State Health Department, we have entered into a partnership with consumers 

and families, with local health agencies and local communities, and with other State 
agencies. These partnerships help Title V to identify the need for additional 
information and act on those needs. 

• We are united in a common vision for New York and the health of New Yorkers.  
Thanks to an inclusive planning process, to multiple collaborations and partnerships 
and to the Department’s administrative, legislative and educational initiatives, 
localities are playing a larger role in identifying local needs, designing programs to 
effectively address local need, and evaluating local results. 

• Title V and the New York State Department of Health are supporting this process 
through the dedication of needed resources.  Support and training are provided to 
local agencies and partners in their needs/capacity assessment and planning efforts.   
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Assessment of Needs of the Maternal and Child Health Population 
 
Geography:  New York State has a total area of 54,471 miles.  That includes a landmass 
of 47,832 square miles and inland water covering 7,247 miles.  Bordered to the north and 
west by Canada and the Great Lakes of Ontario and Erie, to the south and west by 
Pennsylvania and New Jersey, to the east by Vermont, Massachusetts and Connecticut, 
and to the southwest by the Atlantic Ocean, the geography of New York is both vast and 
diverse.  Our borders hold 8,000 lakes, nine major rivers, four mountain ranges (the 
Adirondacks, the Catskills, the Taconics and the Shawangunks), hundreds of small, rolling 
valleys, fertile glacial plains, awe-inspiring gorges and waterfalls, quaint rural villages, 
and one of the most vibrant metropolitan areas in the world.  (See Figure 1.)   
 

 
 
 
New York’s diverse geography can also present interesting public health challenges. While 
the Finger Lakes and our mountain ranges are among our most beautiful natural 
resources, these attributes can also impede transportation and delay access to health 
care. Its location southeast of the Great Lakes ensures temperate upstate summers, but it 
can also, especially for the Tug Hill plateau region, mean sudden and heavy “lake effect” 
snowstorms in the winter.  And because New York’s natural resources attract tourists 
year-round with recreational activities like boating and skiing, some areas experience a 
striking seasonal demand on health services, especially in the areas of emergency medical 
services and public health.  Ellis Island, our various ports of entry, and the Statue of 
Liberty have historically been beacons to newcomers and are well-known entry points for 
many new New Yorkers and new Americans from around the world.  
 
Population: New York State is notable for the great diversity of both its geography and 
its people.  According to the 2000 US Census, New York State is home to almost 19 
million people (18,976,457).  New York is now the third most populous state, behind 
California and Texas.  Seven percent of the US population lives in New York.  New York 
City contains 42% of the State’s population with over 8 million people (8,008,276). 
 

Figure 1.  
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New York’s population is aging.  The median age in the State has increased from 10.3 
years in 1970, to 32.0 years in 1980, to 33.8 years in 1990, to 35.9 years in 2000.  This 
represents an aging of the “Baby Boomers” born between 1946 and 1964, as well as a 
longer survival rate for the elderly.  The expectations for length of life for New York State 
residents has increased, from 75.2 years for those born in 1991 to 78.1 years for those 
born in 2000.   
 
Population Growth:  According to the 2004 Census estimates, 19,227,088 people live in 
New York State.  Population trends indicate that, after a slight downward trend in the late 
70’s and early 80’s, New York’s population rose, and then leveled off.  (See Table 1 and 
Figure 2.)  New York was the second most populous state until the late 1990’s, when its 
population growth slowed to less than 1%. Early estimates indicate that NYS may have 
lost population (about 26,000 people or 0.1% of its population) from 2004 to 2005.  The 
trend was said to be related to higher housing costs, a level job market and fewer 
immigrants entering the state.   
 

Table 1.  Population of New York State, 1950-2004 
Source: US Census Bureau 

Year New York State New York City Rest of State 
1950 14,830,192 7,891,957 6,938,235 
1960 16,782,304 7,781,984 9,000,320 
1970 18,241,584 7,895,563 10,346,021 
1980 17,558,165 7,071,639 10,486,526 
1985 17,795,916 7,232,980 10,562,936 
1990 17,990,455 7,322,564 10,667,891 
1995 18,439,500 7,510,600 10,928,900 
1996 18,506,400 7,542,500 10,963,900 
1997 18,571,800 7,575,000 10,996,800 
1998 18,637,800 7,609,200 11,028,600 
1999 18,705,695 7,643,800 11,061,900 
2000 18,976,457 8,008,278 10,968,179 
2001 19,074,843 8,055,166 11,019,677 
2002 19,157,532 8,084,316 11,073,216 
2003 19,190,115 8,085,742 11,104,373 
2004 19,227,088 8,104,079 11,123,009 

According to the Census Bureau, New York City remained the nation’s largest city.  With 
an estimated 8.1 million people, the City added an estimated 135,000 people and lost an 
estimated 21,500 from 2004 to 2005.   

 
 

Figure 2.  Population of New York State 1950-2004 
Source:  US Census Bureau 
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Population Density: Population density often determines the number and types of 
health services that an area can support. The US Census shows that in 2000 there were 
401.9 persons per square mile in New York State, compared to 79.6 persons per square 
mile in the US, but population density within New York varies widely.  New York City is 
104 times more densely populated than the rest of the state, and New Yorkers are more 
likely to live in urban areas than residents of other states.  
 
New York County (Manhattan) has the highest population density at 52,808 persons per 
square mile, while Hamilton County in the Adirondack Mountain Range has the lowest 
density, with only 3 people per square mile. New York City comprises over 40% of New 
York State’s population, and the counties immediately north of New York City (Orange and 
Westchester Counties) and Long Island (Nassau and Suffolk Counties) comprise an 
additional 21% of the state’s population.  Other population centers are Buffalo (Erie 
County), Rochester (Monroe County), Syracuse (Onondaga County) and Albany (Albany 
County).   
 
Many areas of New York are rural. Twenty-six percent of New Yorkers live in rural areas, 
compared to 36% nationwide. According to the New York State Senate Commission on 
Rural Resources, there are 44 rural counties out of the 62 in New York State that are 
home to approximately four million rural residents.   
 
Households and Families:  In 2000, there were 7,056,860 households in New York 
State.  The average household size was 2.61 people.  A family household, by Census 
definition, has at least two family members related by blood, marriage or adoption, one of 
which is the householder.  The average family size in New York State was 3.22 in 2000.  
Families made up 65.7% of the households in New York in 2000.  This figure includes 
married couple families (46.6%), female householders (14.7%), and male householders 
(4.4%).  Non-family households made up 34.3% of all the households in New York State.  
The majority of the non-family households were people living alone.  Households 
containing children under the age of 18 numbered 2,466,483 or 35.0%, and households 
with adults 65 and older numbered 1,767,452 or 25.0%.   
 
Women of Childbearing Age:  The population of women of childbearing age has been 
decreasing since 1990.  In 2004, it is estimated there were 4,119,291 females between 
the ages of 15 and 44 in New York State.  A total of 633,458 females were between the 
ages of 15 and 19.  An additional 649,774 females were between the ages of 10 and 14.    
 
Children:  Of New York’s 2004 population, 4.5 million (23.8%) were under age 18.  The 
number of children under the age of 20 in 2004 was just over 5 million (5.088,698), 
broken down by age groups as shown in Table 2.   Approximately 42% of these children 
(2,119,501) live in New York City.   
 

Table 2.  Child Population in NYS 1998-2004 
Source:  US Census Bureau (*estimated from 1990 Census/**estimated from 2000 Census) 

Age in Years Number in 
1990 

Number in 
1999* 

Number in 
2000 

Number in 
2002** 

Number in 
2003** 

Number in 
2004** 

<1 241,692 1,239,417 250,062 254,293 
1-4 

1,255,764 
996,028  

256,954 
971,190 964,990 991,752 

5-9 1,178,006 1,367,101 1,351,857 1,269,659 1,224,847 1,213,572 
10-14 1,140,177 1,339,242 1,332,433 1,349,522 1,327,017 1,331,263 
15-19 1,230,127 1,218,320 1,287,544 1,279,332 1,279,454 1,297,818 

Total Birth-20 4,804,074 5,162,383 5,211,251 5,125,657 5,046,370 5,088,698 
Total in NYC 1,888,075 2,073,827 2,153,450 2,122,939 2,111,183 2,119,501 
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The U.S. Census Bureau estimated that the number of children ages 4 and under grew in 
New York City by an estimated 8% from 2000 to 2004.  In the rest of State, however, 
there was a 5% decline in population in this age group.  Demographers attribute the 
growth in the youngest age groups to the influx of immigrant families in New York City, 
many of whom are of childbearing age.  The Census Bureau estimated that Manhattan 
had a 20% gain in this age group, the Bronx had a 4.8% increase, Brooklyn a 2.3% 
increase, and Queens showed a 1.1% increase.  Upstate rural counties lost the greatest 
number of infants and toddlers under age 5: Greene and Schoharie Counties lost 14% 
each, while Orleans County lost 13%. 

 
Race and Ethnicity:  New York’s population reflects diverse race and ethnicity; we are 
more diverse than the nation as a whole.  New York has higher percentages of non-
Hispanic Black residents, Hispanic residents and non-citizen immigrant residents than the 
U.S. average.  New York ranks second of all states in non-citizen immigrants, with 2.2 
million non-citizen residents in 1996.  Almost 90% of New York’s non-citizen immigrants 
live in New York City.   
 
Between 1990 and 1998, there had been small shifts in the ethnic composition of New 
York’s population, with the population of New York City being more racially and ethnically 
diverse than the rest of the State.  The 1999 New York State population under age 24 was 
72% white, 22% African American, and 18% Latino.  Approximately 6% were identified as 
Asian/Pacific Islander.   
 
In 2000 the Census, in an effort to reflect the growing diversity in the US, gave 
respondents the option of selecting one or more race categories to indicate their racial 
identities.  Because of this change, data from the 2000 Census cannot be compared to 
earlier censuses.  The six single race categories (White, Black or African American, 
American Indian or Alaskan Native, Asian, Native Hawaiian or Other Pacific Islander, and 
Some Other Race) and the two or More Races category are exclusive categories.  The 
majority of New Yorkers (96.9%) reported only one race; 3.1% identified themselves as 
being of more than one race.   
 
According to the 2000 U.S. Census, the largest group (67.9%) reported White alone, 
while Black or African American alone represented 15.9 percent of New Yorkers.  7.1% 
reported being Some Other Race.  5.5% stated they were Asian alone, and 0.4% reported 
they were American Indian or Alaska Native.  Native Hawaiian or Other Pacific Islander 
accounted for only 0.05% of those reporting.   
 
Hispanics accounted for the majority of the Some Other Race category.  Of New York 
State residents who selected Some Other Race, 94.4 percent identified themselves as 
Hispanic.  Hispanics represent 15.1% of New York State’s total population.  In New York 
City, 27% indicated they were Hispanic.  Four out of 10 Hispanics did not identify 
themselves with one of the five specific race alone categories or two or more races 
category.  Of those New Yorkers identifying themselves as Hispanic, 44.2 said they were 
Some Other Race.   
 
About 70% of African Americans and 75% of Hispanics/Latinos in the State reside in New 
York City.  Among New York City residents, 44.7% reported their race as White alone, 
26.6% reported Black or African American alone, 9.8 percent reported Asian alone, and 
14.4 percent reported being Some Other Race.  About 27% of New York City’s population 
identifies themselves as Hispanic/Latino.   
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Several counties outside of New York City have significant Hispanic/Latino population, as 
well. In Rockland, Nassau, Orange, Suffolk, Sullivan and Westchester Counties, 
Hispanics/Latinos make up at least 9% of the population.   
 
Population growth as a percentage of total population grew between 1990 and 2000 by 
29.5% for Hispanics and 9.5% for non-Hispanic Blacks.  The Asian population surged by 
56.1% to over one million (1,035,926).   
 
Census figures for Native Americans in New York may represent a serious undercount.  
New York is home to the Haudenosaunee or the “People of the Longhouse.”  These 
members of the Iroquois League, which was formed centuries ago, formed their 
confederacy to advance “peace, civil authority, righteousness, and the Great Law.”  Many 
traditional members of their nations (the Mohawks, Keepers of the Eastern Door; the 
Senecas, Keepers of the Western Door; the Onondagas, known as the Firekeepers; the 
Oneidas; the Cayugas; and the Tuscaroras) do not participate in the US Census.  This 
produces an undercount in US Census data on New York for these important groups.   
 
Form 12 in the Appendix of this document contains a racial and ethnic breakdown for all 
births. 
 

Table 3.   
New York State Population Breakdowns by Race 

Source:  2000 US Census 
New York Population New York Hispanic Population 

Race Categories 
Number % of Total 

Population Number % of Total 
Population 

% of Total 
Hispanics 

% of Race 
Category 

One Race 18,386,275 96.9 2,643,517 13.9 92.2 14.4 
 White 12,893,689 67.9 1,132,708 6.0 39.5 8.8 
 Black or African 

American 
3,014,385 15.9 201,762 1.1 7.0 6.7 

 American Indian/ 
Alaska Native 

82,461 0.4 29,962 0.2 1.0 36.3 

 Asian 1,044,976 5.5 9,050 0.0 0.3 0.9 
 Native Hawaiian/ 

Other Pacific 
Islander 

8,818 0.0 3,588 0.0 0.1 40.7 

 Some Other Race 1,341,946 7.1 1,266,447 6.7 44.2 94.4 
Two or More Races 590,182 3.1 224,066 1.2 7.8 38.0 

TOTAL  18,976,457 100.0 2,867,583 15.1 100.0 15.1 
 
A great number of New Yorkers (3,747,874, according to the Census) are foreign born.  
The largest group of the foreign born are from Latin America (1,818,773).  Asians are the 
second largest group of immigrants (929,297), and Europeans the third (823,899).  
African immigrants (102,772), other North Americans (67,249) and Oceanians (5,884) 
follow in descending order.  
 
Languages:  In addition to our great cultural diversity, there is also great diversity in 
languages spoken in New York.  Of the estimated 17,144,924 New Yorkers over age 5, an 
estimated 12,440,299 speak only English at home, while 4,704,625 speak a language 
other than English.  2,092,875 speak English less than “very well.”  About 2,360,792 New 
Yorkers speak Spanish at home.  The New York State Education Department found that, 
of the 3.34 million students attending school in New York, 7.6% were identified as having 
limited proficiency in English.   
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Immigration:  New York has always served as a major gateway for immigration, and as 
an entry point for many new New Yorkers and new Americans.  Unfortunately, data on 
immigrants, especially undocumented immigrants, is very scant, and does not break down 
immigrant populations by maternal and child health categories. The reliability of the data 
is uncertain, at best.  
 
In April 1998, the Urban Institute published a report with the support of multiple private 
foundations entitled, “Immigrants in New York:  Their Legal Status, Incomes and Taxes.”  
To date, this remains the best estimate of demographic and economic information on 
legal immigrants living in New York State, but the report also addressed multiple, 
significant shortcomings in existing data for immigrants and the fiscal impact of 
immigration.   
 
The report focused on four areas:  the size of the legal immigrant population; the 
characteristics of legal and undocumented populations; the incomes and taxes paid by 
immigrant populations; and the economic adaptation of immigrants and their 
descendants.  The report gives separate population estimates for naturalized citizens, 
legal non-immigrants (such as diplomats and foreign students), and undocumented aliens 
residing in New York State.  Estimates are derived from the Immigration and 
Naturalization Service (INS), the Office of Refugee Resettlement (ORR), and the Bureau of 
Census.   
 
The study estimated: 
 
• New York had a foreign-born population of 3.4 million in 1995, just prior to the 

initiation of welfare reform.  This number represents 17.7% of the State’s population, 
or about one in six people.  Only California has a higher percentage (25.1%) of 
foreign-born residents.  The national average for the foreign-born is approximately 
9.3%.  

  
• The majority of the foreign-born in New York are here legally (84%).  
  
• About 16% or 540,000 of the State’s immigrants are undocumented.  Undocumented 

people represent a smaller percentage of the State’s immigrant population than any 
other major immigrant state, except New Jersey.  Nevertheless, New York (with 
540,000) is estimated to have the third highest number of illegal immigrants living in 
the state, behind California (2 million) and Texas (700,000).   

 
• There are approximately one million legal permanent resident aliens and over a million 

naturalized citizens in New York.  These two groups compose about 77% of New 
York’s immigrants and about 15% of the State’s total population.  

 
• New York has more naturalized citizens than the country as a whole, probably because 

more of New York’s immigrants come from countries that tend to naturalize and more 
are long-term immigrants, who are also more likely to naturalize.   

 
• New York has approximately 200,000 refugees, representing 5.9% of the foreign-born 

population.   Most refugees in New York are from the former Soviet Union, while 
refugees from Southeast Asia dominate in the rest of the country.   

 
• New York’s immigrant population is very diverse, with no particular region or country 

having clear dominance.   
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• Of the estimated 3.4 million immigrants in New York: 
- About 915,000 or ~27% come from the Caribbean; 
- About 864,000 or ~25% come from Europe; 
- About 665,000 or ~20% come from South or East Asia; 
- About 411,00 or ~12% are from South America; 
- About 171,000 or ~5% are from Central America; 
- About 105,000 or ~3% were from the Middle East; 
- About 45,000 (~1.3%) are from Mexico; 
- About 31,000 (~0.9%) are from Canada; 
- About 26,000 (~0.8%) are from Africa; and  
- About 121,000 (~3.5%) are from other or unknown jurisdictions.  
- The largest single country of birth is the Dominican Republic, with about 

395,000 or ~12%; 
- About 229,000 or~7% are from China; 
- About 195,000 or ~6% are from Jamaica; and  
- About 182,000 or ~5% are from the former Soviet Union. 
 

• There is thought to be greater diversity among the undocumented foreign-born than 
among those here legally. Only New Jersey is thought to have similar diversity in the 
foreign-born population.  

 
• About half (46.5%) of households headed by legal immigrants and over a third 

(37.3%) of the households headed by undocumented immigrants contain one or more 
US natives.  Babies born in this country are defined as natives and citizens.   

 
• The incomes of natives and immigrants differ substantially by their status.  Based on 

1995 income and tax data, the study found: 
- The average native’s annual income was $18,100.   
- The average income of the legally present foreign-born was very comparable at 

$18,000.   
- The average household income for legally present foreign-born individuals 

($38,000) is lower than that for households headed by natives ($49,300).  
- Of those that are here in New York legally, naturalized citizens have the highest 

per capital income ($23,900), surpassing that of natives ($18,100), and far 
surpassing that of refugees ($8,300).   

- Among New York State residents outside of New York City, legal foreign-born 
residents were found to have higher incomes than natives, regardless of the 
measure used.  For example, legal immigrants had per capital income of 
$23,900, compared to $19,100 for natives.  

- The average income for undocumented aliens was found to be substantially 
lower than for those foreign-born who were legally present, $12,100 vs. 
$18,000.   

 
The Unauthorized Population:  The most current estimates available indicate that, in 
the U.S. as a whole, there are an estimated 10.3 million unauthorized immigrants based 
on an average over 3 years of March Current Population Survey data (2002-2004).  About 
7 percent or 650,000 of the unauthorized population are living in New York State.  New 
York ranks fourth among the states with the largest unauthorized immigrant populations.  
In 1990, New York State ranked third and was home to 15 percent of unauthorized 
immigrants. (Unauthorized Migrants: Number and Characteristics, Passel, June 14, 
2005).   
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Education: According to the NYS Education Department, in Fall 2003, 3.32 million 
students were enrolled in New York State’s public and non-public schools.  Over 14 
percent of the State’s school children attend non-public schools. In Fall of 2003, 6.8 
percent of students in public schools were identified as limited English proficient and 12.1 
percent were identified as students with disabilities.  In 2002-2003, funding for education 
in New York was from several sources. Specifically, 46 percent was from the State, 48.3 
percent from local school districts and 5.7 percent from the federal government. 
 
During the 2002-2003 school year, the per-pupil expenditures in New York State were 
$13,085.  This represents a 6.7 percent increase over the 2001-2002 school year.  The 
average for the US as a whole was $8,255 (2001-2002 – National Center for Education 
Statistics).  With a rank of 1 being the best and 51 the worst, New York ranked 3rd in the 
US for per pupil expenditure, reflecting the high priority of education in New York State 
(1999-2000).   
 
Breakdowns of NYS Enrollment by race and type of school are in the chart below. 
 
 

 
 
In the 2004-2005 school year, there were 13.1 pupils per teacher in New York State’s 
public schools (New York State Total Public Report Card, May 2006).  This compares to 
the US average of 14.1 pupils per teacher (2003-2004 National Center for Education 
Statistics).  Class sizes in NYS public schools for the school year 2004-2005 ranged from 
an average of 20 students in each kindergarten class to about 22 students in high school 
regents classes.  Class sizes in NYC public high schools were larger than in other parts of 
the state.  An average NYC Regents History and Government class had 29 students while 
NYC kindergartens averaged 22 students (NYS Report Card, May 2006). 
 
In New York, 77 percent of the students in the 2000 graduation cohort (students expected 
to graduate by August 2004) actually graduated.  Seventy-two percent of these graduates 
received Regent’s diplomas.  Graduation rates varied among students.  Fifty-five percent 
of black students, 59 percent of Hispanic students and 86 percent of white students 
graduated as expected.  Of students considered economically disadvantaged, 58 percent 
graduated on time while the rate among students with limited English proficiency was 45 
percent (NYS Report Card, May 2006). 
 
Despite the heavy emphasis put on secondary and post-secondary education in our State, 
there is still concern for the small percentage of students that don’t complete high school. 
 
 

Table 4. Statistics for Public and Nonpublic Schools Enrollment by Race by Type of School, Fall 2003 
Source:  NYS Education Department 

Category Enrollment 
 Total % White % Black % Hispanic % Amer. Indian/  

Alaskan Native 
% Asian/ Pacific 

Islander 
Public 
    New York City 

 
1,028,546 

 
14.6 

 
33.8 

 
38.6 

 
0.4 

 
12.6 

    Large City Districts 118,932 22.7 52.8 21.0 0.8 2.6 
    Districts Excluding the 
    Big 5 

1,681,039  
80.3 

 
8.7 

 
7.5 

 
0.5 

 
3.1 

    BOCES 19,680 76.7 14.2 6.8 0.7 1.5 
Total Public 2,840,735 53.8 19.9 19.3 0.5 6.5 
Total Nonpublic 476,782 68.2 15.2 11.9 0.2 4.5 
Total State 3,317,517 55.9 19.2 18.2 0.4 6.2 
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According to the 2004 American Community survey, 25 percent of persons in New York 
State with less than a high school education live below poverty.  Among females without a 
high school education, the percent below poverty is 30 percent.  The chart below presents 
Education attainment by Poverty level and sex. 

 
Figure 3.          Source: US Census Bureau, American Community Survey 2004 - (S1501) Educational Attainment 
 
In New York State during the 2003-2004 school year, 4.3 percent of students dropped out 
of high school.  New York City had a higher drop out rate than the rest of State.  The New 
York City rate was 7.5 percent and the rate for districts outside the city was 2.5 percent.  
Minority students were more likely than white students to drop out.  Drop out rates by 
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Among the 2004-2005 graduates in NYS, 52 percent planned to attend a four-year 
college, and 28 percent a two-year college.  Only 6% planned to seek full-time 
employment after graduation.  According to the 2004 American Fact Finder Survey, 
among New York State adults 25 and older, 84 percent have completed high school and 
54 percent have at least some college.  The chart below presents the percent of the 
population that has at least a bachelor degree. Interestingly, in the younger age groups, 
females (41%) are more likely to have a bachelor’s degree as compared to males (35%).  
Nationally, females account for about 57 percent of college campus populations even 
though, according to the US Census population figures, males out number females in the 
18-24 age group.  In New York, 24.1 percent of males, compared to 17.4 percent of 
females in the 18-24 age group have less than a high school education (American Fact 
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Finder Survey).  Among New York students that graduate, females were more likely than 
males to earn a Regents-endorsed diploma.   
 
In fact, gender differences are appearing early on in the educational process.  According 
to the NYS Department of Education, there are substantial differences in performance 
between males and females on the elementary and middle-level English language Arts 
assessments in favor of females.  
 

Percent of Population with a Bachelor's Degree or Higher by Age and Sex
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Figure 4.   Source: US Census Bureau, American Community Survey 2004 - (S1501) Educational Attainment 
  
 
High School Disenrollment:  Census data indicate that of the 910,676 youth ages 16 to 
19 in the State, 77,241 or 8.5% are not enrolled in school and not a high school 
graduate.  Of those, 48,449, or 5.3% of the youth in that age group, are not in the labor 
force.  New York is actively pursuing a Youth Development focus that emphasizes 
workforce development through the Partners for Children Youth Development/Workforce 
Development Workgroup and the National Governors’ Association (NGA) Youth Policy 
Network Grant.   
 
Internet Access: Internet access is becoming increasingly more important in education 
and in accessing information that people can use in their everyday lives.  As the use of 
the Internet becomes more widespread, those without access are at a growing 
disadvantage.  In New York State, between 55 and 58% of the population over three 
years of age had access to the internet according to an October 2003 Current Population 
Survey. 
 
Educational Attainment of Mothers:  Lack of education is widely recognized as a factor 
in health, determining how and where people live and the quality of their lives.  Low 
educational attainment influences occupational choices, income and quality of family life.  
Lack of maternal education is linked with higher utilization of health services, taking fewer 
precautions in safeguarding their child’s health, and with higher infant mortality.   



II.  Needs Assessment  Page 37  
New York State Title V Application FFY 2007  
                                                                                                             

 

In New York State, 19.1% of women giving birth in 2004 had less than a high school 
education.  Among African American and Hispanic women, the percentage is even higher 
(24.9% and 40.5%, respectively). 
 
Mothers in New York City were nearly twice as likely as mothers in the rest of the state 
(23.0% vs. 15.5%) not to have completed high school.  The number of mothers without a 
high school diploma in the Bronx and Brooklyn alone was nearly equal to the number of 
mothers in the rest of the state outside New York City.  Women giving birth in the Bronx 
in New York City and in Yates County in Upstate New York were least likely to have 
graduated from high school, with graduation rates of 65% and 68%, respectively. On the 
other hand, mothers from Putnam and Hamilton Counties had the highest high school 
completion rates, at 94% and 95% completion, respectively.  In New York City, Richmond 
and New York County had the highest completion rates (84% and 83% respectively). 
 
Per Capita Income/Median Income:  New York is ranked 5th in the nation for per 
capita income. The US Bureau of Economic Analysis reports that residents of New York 
have a higher-than-average per capita income, $40,507 compared to $34,586 nationwide 
in 2005.  This is a 5.9 percent increase over last year.  The per capital income figure is 
derived by dividing total personal income by the mid-year population of the state. 
 
Median family income in New York State was $56,556 in 2004.  Again, New York’s median 
family income ranks higher than the $53,692 average median family income for the 
nation as a whole (2004 American Community Survey).  Median family income is the 
midpoint of the distribution of incomes for all families including those with no income. 
 
Employment/Unemployment:  According to the New York State Department of Labor 
Publication, Workforce New York, New York State's private sector job count in March 2006 
was 7,087,500 (seasonally adjusted). Since the beginning of New York's economic 
recovery in August 2003, the state has added 181,000 private sector jobs.  

In New York City, between March 2005 and March 2006, the number of jobs has 
increased by 58,200, or 1.6 percent, and the number of private sector jobs has increased 
by 56,700, or 1.9 percent.  

New York State's unemployment rate, after seasonal adjustment, was 4.7 percent in 
March 2006, matching the national March rate.   For the same time period, New York 
City's seasonally adjusted unemployment rate was 5.4 percent. This marked the lowest 
March unemployment rates in both New York State and New York City since 2001.  

Since March 2005, the number of non-farm jobs in New York State increased by 86,200, 
or 1.0 percent, and the number of private sector jobs increased by 80,600, or 1.2 
percent. Nationally, the number of non-farm jobs increased by 1.6 percent and the 
number of private sector jobs increased by 1.8 percent between March 2005 and March 
2006.  

Educational and health services added the most jobs (+27,800) over the March 2005-
March 2006 period, with most of the increase in health care and social assistance 
(+21,500). Employment also increased in professional and business services; financial 
activities; trade, transportation and utilities; construction; leisure and hospitality; 
government; other services; information; and natural resources and mining. Employment 
declined in manufacturing (-17,300).   
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The service sector is the largest employer in the State; employing approximately 45.7% 
of the employed New Yorkers ages 16 and over, according to Census figures.  Retail is the 
second largest group of employers, employing approximately 10.6%.  Manufacturing is a 
close third, employing about 10.2% of employed New Yorkers ages 16 and above.   
 
Agriculture is important to New York as a major seasonal and year-round employer in 
New York.   According to the NYS Department of Agriculture and Markets, there are 
35,600 farms in New York, covering 7.55 million acres (about 25% of the state’s land 
mass), which produce and sell about $3.6 billion in agricultural products annually.  
Livestock, dairy and poultry farming account for about 63% of agricultural sales or $2.3 
billion, while vegetable, fruit, greenhouse and nursery crops are also major contributors 
to the agricultural economy.  Milk is New York’s leading agricultural product, accounting 
for over one-half of the total agricultural receipts, and placing New York as third in the 
nation for dairy production.   The USDA lists New York as the second leading state in the 
nation for apples, which are mostly produced along the southern Lake Ontario shore, 
along the Hudson Valley, and along the upper Lake Champlain Valley.  New York is third 
leading state for grapes behind California and Washington, and for strawberries.  New 
York rates second in value of maple sugar produced, third for production of cauliflower; 
fourth for production of pears, cucumbers, sweet corn and green pea production; fifth for 
squash and snap beans; and sixth for onions.  We lead the nation in cabbage and 
pumpkin production, and we are seventh among all states for vegetable production.   
 
Poverty:  During the 1990s poverty in New York State was trending downward.  The 
percent of New Yorkers living below poverty went from 18.4% in 1993 to 14.1% in 1999.  
Since 2000 however, the percent of New York State’s population that lives below poverty 
has been slowly increasing.  In 2004, 15 percent of the population lived below the federal 
poverty level.  This is higher than the national average of 12.7 percent.  About 18.6 
percent of New Yorkers had incomes below 125% of poverty.   
 
 

Table 5.  Population Below Poverty and 125 Percent of Poverty 
New York State, 2000-2004 

2000 2001 2002 2003 2004  
 
Population 
Grouping 

Below 
Poverty 

Below 
125% 
Poverty 

Below 
Poverty 

Below 
125% 
Poverty 

Below 
Poverty

Below 
125% 
Poverty

Below 
Poverty

Below 
125% 
Poverty 

Below 
Poverty 

Below 
125% 
Poverty 

Total 
 Population 

 
13.4% 

 
17.4% 

 
14.2% 

 
18.8% 

 
14.0% 

 
17.9% 

 
14.3% 

 
18.8% 

 
15.0% 

 
18.6% 

Children  
Ages <18 

 
19.0% 

 
24.0% 

 
20.0% 

 
25.8% 

 
20.5% 

 
25.8% 

 
19.9% 

 
25.0% 

 
21.3% 

 
25.3% 

 
Families 

 
10.8% 

 
14.0% 

 
12.0% 

 
16.4% 

 
10.7% 

 
14.2% 

 
11.9% 

 
15.7% 

 
12.6% 

 
15.7% 

Female-
headed 
families with 
children 

 
38.9% 

 
47.8% 

 
39.1% 

 
50.1% 

 
39.6% 

 
47.7% 

 
38.1% 

 
46.1% 

 
40.0% 

 
47.0% 

 

 
Poverty is highly associated with poor health outcomes, especially for women and 
children. About 12.6 percent of New York State families, versus 10.2 percent in the US as 
a whole, lived at or below the Federal Poverty level in 2004.  Poverty is most common in 
families headed by single females, and single-female headed households with children are 
more likely than other families to be living below poverty.  This is true regardless of race 
or ethnicity. Given this, New York continues it’s commitment to reduce rates of teen 
pregnancy and out-of-wedlock births and to provide poor heads of households with jobs.  
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According to the 2005 Current Population Survey, during 2004, 40 percent of the people 
in female-headed households with children lived below poverty in NY State.  For a female 
headed household with two children that would be an income of $15,067 or less per year.  
Even at 200% of poverty, which includes 66 percent of female – headed families, the 
income level is no more than $30,134.  
 

Poverty Status of Persons living in Families and Female Headed Households with Kids
New York State
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Figure 5.           Source: Current Population Survey, Annual Social and Economic Supplement 2005 
 
Poverty rates among children in New York State have also been increasing since 2000.  In 
2004, 969,000 of NY State’s children (21.3 percent) were living below poverty. This is 
higher than the 17.8 percent in the nation as a whole.  Even more New York State 
children lived in households with incomes below 125 % of poverty (1,155,000 or 25.3%).  
 
Prior to the recent upturn in poverty rates among children, New York State had made 
much progress in reducing child poverty.  In 2000, New York’s child poverty rate was at 
its lowest level in 21 years, largely because the State had increased employment among 
its most economically needy families.  According to the US Bureau of the Census, 
employment for the State’s most vulnerable families rose sharply after implementation of 
welfare reform in 1995.  There was a concurrent 28% decline in the rate of child poverty, 
from 26.4% in 1994 to 20% in 2001.  According to the NYS Office of Temporary and 
Disability Assistance, reductions in the number of families on Public Assistance were 
accompanied by a rise in employment among the disadvantaged and a reduction in both 
teen pregnancies and out-of-wedlock births.  In addition, Census data indicates that the 
upward trend in single mother families and the downward trend in married couple families 
have abated.  With the improvement in the New York economy, the percent of persons 
living below poverty is expected to again start to decline. 
 
Small area poverty estimates provided by the Census bureau indicate that, in 2003, more 
than 30 percent of children living in the Bronx, Brooklyn and Manhattan were in 
households with incomes below the federal poverty level.  The Bronx rate of 37 percent 
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was the highest in the state.  These data underscore New York’s continued commitment 
to employment for parents, and to supportive programs such as the Prenatal Care 
Assistance Program, Child Health Plus, Children’s Medicaid, Family Health Plus, WIC and 
the Child and Adult Care Feeding Program.  In 2004, 44.7 of all obstetrical deliveries were 
paid for by Medicaid or self-pay.  In 2003 the percent was 41.3 and in 2002, 43.6. 
  
In comparing poverty levels among age groups, there is a general decrease in poverty, as 
individuals grow older.  In 2000, the percent of those living in households earning less 
than 100% of the poverty level were: 19.2% for children birth to age 9, 18.2% for 10 to 
19 year-olds, 14.1% for 20 to 29 year olds, 11.6% for 30-39 year olds, and 10.7% for 
those over 50. 
 
Income Disparities: The Center for Budget and Policy reported that despite a tight labor 
market, and strong economic growth in recent years, income disparities in New York and 
most other states grew significantly during the 1990s, and the trend continued into this 
decade.  This is thought to be due primarily to wage disparities.  Factors contributing to 
wage inequity include the decline of manufacturing jobs, the expansion of low-wage 
service jobs, globalization and the lowered real value of the minimum wage.  Families at 
the lower end of the wage scale are less likely to afford health or dental insurance, and 
have less flexibility for out-of-pocket medical or dental expenses.  Specifically, according 
to the Bureau of the Census small area estimates for 2003, median family income varied 
considerably from county to county.  While for the state as a whole the median household 
income was $44, 139, in the Bronx it was $27,550.  On the other end of the scale was 
Putnam County where the median household income was $72,614.   
 
The table below presents wages by occupational group and sex of worker in 2003. 
 
Table 6.  Median Income by 
Occupational Group and Sex 

Males Females 

 
Occupations

% Median 
Earnings 

% Median 
Earnings 

Female 
Earnings as a 
% of Male 
Earnings 

Civilian employed pop ages 16+ 57.7 44,369 42.3 35,195 79.3 
Management Professionals  & related 54.2 55,975 45.8 49,344 88.2 

Education, training, library 35.0 51,654 65.0 45,784 88.6 
          Legal 57.9 100,000 42.1 57,388 57.4 

Health diagnosing, treating 
practitioners and technical 

32.9 89,976 67.1 60,879 67.7 

Health technologists 33.0 45,395 67.0 35,710 78.7 
Community & social service 41.3 37,720 58.7 35,969 95.4 

Service 54.5 30,455 45.5 23,011 75.6 
           Healthcare support 14.1 30,174 85.9 24,339 80.7 

Sales and office 41.7 41,400 58.3 31,633 76.4 
           Office support 28.5 39,799 71.5 31,678 79.6 

Farming, fishing and forestry 80.6 24,059 19.4 18,441 76.6 
Construction and extraction 96.4 40,127 3.6 34,959 87.1 

Production, transportation & material 
moving 

79.8 35,795 20.2 21,846 61.0 

 
 
Wages varied by occupation, educational attainment level and gender in New York State.  
According the US Census Bureau’s American Community Survey males earn more than 
females in every occupational category, even occupations that have been traditionally 
female dominated.  On average, females in NY State earn 79 cents for every dollar earned 
by their male counterparts.  Within legal occupations females earn 57.4 percent of what 
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males earn.  The most equitable occupational group was the community and social service 
occupations.  Generally, earnings for both males and females varied widely, depending on 
the occupational group.   
 
Educational attainment also has a major impact on median income.  As educational level 
increases, so does income.  A female with a bachelor’s degree earns 80 percent more 
than a female with just a high school education.  Men earn more their female 
counterparts with the same education.  In fact, males with less than a high school 
education have a higher median income than females with high school diploma.   
 

 Median Earnings in Past 12 Months Among
Adults 25 Years and over with Earnings 

New York State, 2004
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Figure 6.                                              Source:  American Community Survey, 2004 (S1501 Educational Attainment) 
 
 
Access to Primary Care:  :  According to the New York State Behavioral Risk 
Surveillance Survey, 11.9% of those surveyed in 2005 did not see a doctor when they 
needed to because of cost.  This figure was an improvement over 2004 when 13.7 percent 
of individuals put off a doctor’s visit due to cost.  Among African Americans and Hispanics, 
14.6% and 22.2%, respectively, indicated cost prevented them from seeing a doctor.  
These figures were an improvement for African Americans (down from 18.6%) but an 
increase for Hispanics (up from 19.0%) compared to 2004.  Of New Yorkers surveyed in 
2005, 17.2 percent said they did not have a personal doctor or health care provider.  
Hispanics were most likely to not have a medical care provider (34.1%) as compared to 
Blacks (16.3%) and Whites (12.6%).  Males were much more likely not to have a health 
care provider as compared to females (23.8% vs. 17.2%). 
 
According to the National Survey of Children’s Health 2003, 57 percent of New York’s 
children had a personal doctor or nurse and received care that was accessible, 
comprehensive, culturally sensitive, and coordinated.  Eighty-eight percent had a 
preventive medical visit in the past year and about 69 percent had a preventive medical 
visit and a preventive dental visit in the past year.  All of these percentages were higher 
than the national averages for these indicators. 
 
More New Yorkers are establishing a medical home under a managed care plan.  In 1998, 
29.1% of New Yorkers enrolled in the Medicaid program received their care through 
enrollment in managed care.  In the March of 2005, about 63% or 2,496,346 of the 
3,934,453 Medicaid-eligible people in the State received their care through a managed 
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care plan.  Percentages are higher for New York City when compared to rates for the 
State outside New York City. 
 
Access to Dental Care:  Those who are most vulnerable to dental disease are those of 
low income, those with less education, those who do not have access to preventive dental 
care, and those with special health care needs or chronic conditions.   
 

New York State, with 83.6 dentists per 100,000 population, was well above the national 
rate of 63.6 and ranked 4th in the nation in dentists per capita. The per capita ratio of 
dental hygienists was slightly higher than the national rate. However, the distribution of 
dentists and dental hygienists is geographically uneven. There are many rural and inner 
city areas in the State where shortages of dentists and dental hygienists exist, where 
specialty services may not be available, and where the number of dental professionals 
treating underserved populations is inadequate. The demand for dentists, based on 
current employment levels, is projected to increase by 3.1% from 10,220 jobs in 2002 to 
10,530 in 2012. During the same time period, the demand for both dental hygienists and 
dental assistants are both projected to increase by nearly 30%.  In 2004, of the 14,932 
dentists licensed to practice in New York State, 46% were enrolled in Medicaid and 20% 
were enrolled in Child Health Plus B. During the same time period, however, only 3,845 
dentists statewide (26%) had at least one claim paid by Medicaid. Of the 3,845 dentists 
submitting at least one claim, 90% (3,454) had $1,000 or more in Medicaid claims during 
2004. 

Half of all New Yorkers have an insurance plan to cover oral health services.  Even with 
dental insurance, there tend to be higher out-of-pocket expenses associated with dental 
care.  Dental insurance plans tend to be difficult to purchase and, even when available, 
cover a limited number of procedures.  Fortunately, New York provides a comprehensive 
package of coverage for those enrolled in Medicaid, Child Health Plus and Family Health 
Plus.  
 
Even the comprehensive coverage New York offers under public and private dental 
insurance is not enough to guarantee access.  Other factors, such as the geographic 
location, transportation, the availability and distribution of dentists and pediatric dental 
specialists, and parent and patient knowledge and attitudes play a significant role in 
access to dental care, especially for the poor.  According to the Behavioral Risk Factor 
Surveillance Study, in 2004, 71.8% of New York State respondents indicated that they 
had seen a dentist in the last year.  Among Blacks and Hispanics, 68.8% and 65.6% had 
visited a dentist during 2004. 
 
Access to Primary and Preventive Medical and Dental Care for Children:  The 
National Survey of Children’s Health, 2003, reported that New York is above the national 
average for children, ages birth through seventeen, who had both a preventive medical 
and dental visit in the past year.  The results for New York were 68.6%, while the national 
average was 58.8%. 
 
Health Insurance:  The proportion of children between birth and 17 years of age that 
were uninsured declined for the second year in a row between 2003 and 2004 to 8.6 
percent.  Although the rate of uninsured increased in 2002, it had declined each of the 
four years prior to 2002. Historically, the percentage had been steadily increasing since 
1990, with the exception of 1995, when it dropped to 9.4%.  The rate of uninsured in the 
general population (14.2%) was down from the 2002 rate of 15.9%, and the 2003 rate of 
15.1%.   The percentage of children insured by public insurance increased slightly from 
31.2% in 2003 to 32.4% in 2004.  In the table below, public insurance includes Medicaid 
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and Medicare.  Persons with both public and private are included under public insurance. 
Private insurance includes those with military-related insurance.   
 

Table 7.  Percentages of Children Insured by Type of Insurance and Uninsured 
Source:  Current Population Survey, 1990, 1994-2004 

Type of Insurance>  Public Private* Uninsured 
Year  Birth - 17 Total Population Birth - 17 Total Population Birth - 17 Total Population 
1990 23.4% 24.4% 68.1% 63.5% 8.5% 12.1% 

1994 25.4% 26.2% 60.5% 57.8% 14.1% 16.0% 
1995 28.0% 26.4% 60.1% 58.2% 11.9% 15.2% 
1996 28.9% 26.7% 56.0% 56.3% 15.1% 17.0% 
1997 26.3% 26.4% 58.2% 56.1% 15.5% 17.5% 
1998 27.2% 26.1% 59.0% 56.6% 13.8% 17.3% 
1999 28.8% 26.1% 60.7% 57.5% 10.5% 16.4% 
2000 28.1% 25.4% 61.1% 59.4% 10.8% 15.2%. 
2001 29.5% 26.3% 61.2% 58.3% 9.3% 15.5% 
2002 29.9% 26.1% 60.2% 58.1% 9.9% 15.8% 
2003 31.2% 27.8% 58.4% 57.1% 9.4% 15.1% 
2004 32.4% 28.6% 59.0% 54.2% 8.6% 14.2% 
 
Up until recently, it has been difficult to estimate the number of uninsured within each 
county in the state.  In 2005, however, the US Census Bureau released experimental, 
model based health insurance coverage estimates for counties and states for the year 
2000.  According to this methodology, 9.5% of New York State’s children were uninsured 
in 2000. The percent of children uninsured varied widely throughout New York State.  
Several counties in NYC had the highest percentages of uninsured children (Bronx County 
- 14.8%, Kings County - 14.3%, and Queens County - 13.3%).  The lowest rates of 
uninsured were among children residing in the Upstate counties of Hamilton (7.3%), 
Ontario (8.0%) and Genesee (8.6%).  
 
Based on the latest two years of data from the Census Bureau's Current Population 
Survey (CPS), the Division of Planning, Policy and Resource Development estimates the 
numbers of people are "income eligible" for Medicaid, Family Health Plus and Child Health 
Plus.  "Income eligible" takes into account that the CPS does not provide estimates of 
other factors that affect eligibility for these programs (immigration status, availability of 
public-employee coverage). Estimates were derived by forming 'applying units' from the 
CPS households, to reflect the countable income of people who would apply together for 
coverage, using the Medicaid eligibility levels in place in 2005. The latest CPS data covers 
calendar years 2003 and 2004, although the data are used to estimate current conditions. 
The CPS counts people as "uninsured" if they report they were without coverage for all of 
the previous year.   
 
Based on these data, DPPRD estimates that there are 217,000 uninsured children and 
285,000 children with private coverage in the Medicaid income range, 439,000 uninsured 
single/childless adults and in Medicaid Income Range, 124,000 uninsured single/childless 
adults in Family Health Plus Income Range, 164,000 uninsured adults with children in 
Medicaid Income Range, and 164,000 uninsured adults with children in Family Health Plus 
Income Range.  To address concerns for New York’s children who are uninsured, the 
Department and local partners are working diligently to find and enroll the uninsured 
children who are Medicaid- and Child Health Plus-eligible and their families who may be 
Family Health Plus-eligible.   
 



II.  Needs Assessment  Page 44  
New York State Title V Application FFY 2007  
                                                                                                             

 

The Urban Health Institute reported in June 2004 on the National Survey of America’s 
Families.  They reported, based on 2002 figures, that among the uninsured, 27.5% had 
incomes below the Federal Poverty Level (FPL), 21.2% had incomes between 100 and 
200% of the FPL, 11.1% had incomes between 200 and 399% of the FPL, and 5.3% of 
the uninsured had incomes 300% or higher than the FPL.  People living in metropolitan 
areas were slightly more likely to be uninsured than those in non-metropolitan areas 
(2.1% as opposed to 10.5%). Being uninsured was more common among foreign-born 
individuals (26.1%) as compared to U.S. born (8.4%).  The uninsured were more likely to 
rate their current health status as fair or poor (23.6%) than excellent, very good, or good 
(10.3%).  12.8% of the uninsured reported having a limiting disability.   
 
According to the Current Population Survey, the number of uninsured children under the 
age of 18 in New York State declined from 551,000 in 1999 to 486,000 in 2000, and 
425,000 in 2001.  In 2004, it was 396,000. 
 
New York has made a huge commitment to public support of health and social welfare 
services for state residents under Medicaid and other public insurance programs.  
Additionally, New York has had a Bad Debt and Charity Care Pool for a number of years to 
cross-subsidize hospitals that bear higher rates of uncompensated care from those with 
fewer non-paying users. People in need are not turned away from New York’s hospitals for 
inability to pay for services.   
 
Expanded Medicaid Eligibility for Immigrants:  In New York, qualified immigrants 
formerly subject to the five year ban on Medicaid eligibility and immigrants who are 
Permanently Residing in the United States Under Color of Law (PRUCOL) may be eligible 
for Medicaid, Family Health Plus and Child Health Plus A, so long as they meet all financial 
eligibility and other rules to be eligible for benefits under these programs.  Immigrants 
who are determined to be class members were also eligible for reimbursement of 
payment of doctors’ and other health care provider bills for care and services received on 
or after September 12, 1997 and August 5, 2004.     
 
Expanded Medicaid Eligibility for People Who Have Disabilities:  The Medicaid Buy-
In Program for People Who Have Disabilities and Work (MDI-WPD) Program is a Medical 
Assistance option for people who 1.) meet SSI guidelines for a disability; 2.) have a job; 
and 3.) meet financial requirements of the program.  Not all income and assets are 
counted in the calculations for eligibility, allowing people with disabilities to earn more 
income and keep more resources without losing their Medicaid coverage.   
 
Access to Emergency Care:  A national report card issued by the American College of 
Emergency Physicians gave New York State high marks in public health and injury 
prevention, ranking it first in the nation for low incidence of fatal job-related injuries, 
second for low incidence of fatalities in alcohol-related crashes, and third in per capital 
expenditure on hospital care. The nation as a whole ranked a C-; New York received a C+.  
Of greatest concern was capacity to handle an epidemic.    
 
Overall Health:  According to the United Health Foundation, the American Public Health 
Association and the Partnership for Prevention, which regularly assess the overall 
healthiness of the nation, New York ranked 26th  in 2005, which is an improvement over 
2003 and 2004 when the ranking was 31st. The improved rating between 2004 and 2005 
was due to increased per capita health care spending ($216 to $316), a decrease in the 
prevalence of smoking (21.6 to 19.9) and a decrease in violent crime (496/100,000 to 
430/100,000). 
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A.   Pregnant Women, Mothers and Infants/Women of Childbearing Age 
 
Births: There were 248,876 births in New York State in 2004.  Of these, 118,650 (48%) 
were to residents of NYC and the remaining 130,226 were to Upstate NY residents.  This 
is about 4,000 fewer births than occurred in 2003.  The numbers of births were lower as 
compared to 2003 in both NYC and Upstate. 
 

Table 7.  Resident Live Birth Summary by Mother's Age 
New York State -- 2004 

 Mother's Age 

 Groups  Total < 15 15-17 18-19 20-24 25-29 30-34 35-39 40-44 45 + N. S. 

All Births 248,876 271 5,415 11,612 49,561 63,617 68,532 39,607 9,582 644 35 

Race (1)  

White  167,413 128 3,011 6,987 31,228 41,553 48,685 28,509 6,820 477 15 

Black  47,028 111 1,888 3,512 11,813 11,810 9,827 6,207 1,756 94 10 

Other  34,102 31 508 1,105 6,449 10,178 9,933 4,830 992 72 4 

Ethnicity (2) 

Hispanic  56,940 123 2,337 4,206 15,519 15,378 11,757 6,115 1,434 66 5 

Marital Status  

Out of Wedlock 93,699 265 5,084 9,902 31,029 22,900 14,263 7,843 2,266 142 5 

Married  151,969 6 310 1,624 18,066 40,057 53,218 31,058 7,146 484 0 
(1) Race coding based on 2000 Census categories: White Alone, Black Alone, Other, Not Stated. 

(2) Hispanic is a separate count equal to Hispanic White Alone + Hispanic Black Alone + Hispanic Other + 
Hispanic Race Not Stated 

 
In 2004, white births accounted for 67 percent of all births while black births represented 
19 percent of the total.  Fourteen percent of births were in the “other” category. This 
includes births to persons of multiple race as well as all other races.  The majority of 
births occurred to women between the ages of 20 and 39 (89%).  Women aged 45 plus 
had 644 births and women under fifteen had 271.   
 
Out of wedlock births accounted for 37.6 percent of total births.  This is similar to 2003 
when 36.8 percent of births were out of wedlock.  Mothers 17 years of age and younger 
were more likely (94%) to be unmarried compared to mothers aged 25 or older (26%).  
Out of wedlock births were also more common among black (68.1%) and Hispanic 
(61.6%) mothers.  
 
Birth Rates:  After declining from 2000-2001, the birth rates increased slightly again 
from 2002 to 2003 to 60.8% per 1000 females aged 15 to 44 years. In 2004 the rate was 
about the same as 2003 (60.4/1,000). New York City rates (at 64.0 per 1,000) were 
higher than rates for the rest of the State (57.4 per 1,000).  The New York City rate was 
virtually unchanged, while the rate for the rest of the State was slightly lower.    
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Adolescent Birth Rates:  Birth rates decreased for the 5th year in a row in the 15- to 
17-year old group; the 2004 rate was 14.2.    The rate has decreased about 24% from 
2000 to 2004.   Both New York City and Rest of State rates have been declining.  The 
New York City rate, at 18.7 per 1,000, is higher than the Rest of State rate, which was 
11.3 per 1,000 young women between the ages of 15 and 17.  Birth rates among Black 
and Hispanic teens were significantly higher than among White teens.  During 2004 there 
were 34.4 births for every 1,000 Hispanic teen girls aged 15-17 in New York State.  This 
is more than 3 times the rate for White teens (11.1 per 1,000) in this age group.  Among 
Black 15-17 year olds the birth rate, at 22.2 per 1,000, was exactly double the rate for 
white teens.     
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Figure 8:   Births to Females Ages 15 to 44
New York State by Region, 1991-2004

Figure 9.  Births per 1,000 Females Ages 15 - 17
New York State by Region 1991 - 2004

0

10

20

30

40

50

New York State 27.6 28.2 29.3 30 27.6 25.6 23.2 21.8 22.4 18.7 16 15.7 14.9 14.2

New York City 38.9 40.9 41.7 42.8 39.9 35.6 31.9 29.1 30.7 24 21.3 20.3 19.3 18.7

Rest of State 20.6 20.2 21.6 22.1 19.9 19.2 17.6 17.1 17.3 15.1 12.6 12.6 12 11.3

1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004



II.  Needs Assessment  Page 47  
New York State Title V Application FFY 2007  
                                                                                                             

 

Adolescent Pregnancy Rates:  We know that adolescent pregnancy is highly correlated 
with lack of educational attainment and lasting disadvantage in earning power and 
economic potential.  Teens are less likely to eat correctly, gain sufficient weight during 
pregnancy, or get early, continuous prenatal care.  Teen moms are at greater risk than 
women over age 20 for pregnancy complications like premature labor, anemia and high 
blood pressure.  The risks are even greater for teens that are under 15 years of age.   
 
Although New York’s adolescent pregnancy rate is lower than the national average, New 
York is still working hard to decrease pregnancies in this age group. Since 1993 the 
pregnancy rate for girls aged 15-19 has been decreasing; the 2004 rate of 61.9 per 1,000 
is 35% lower than the 1993 high of 95.4/1000. 

 
DNA = Data not available.     

 
Among African Americans and Hispanics in this age group, the pregnancy rates are double 
the rate of White teens.  Teen pregnancy rates declined between 2001 and 2002 among 
African American, White and Hispanic teens.  In 2003, due to a change in reporting of 
population data by race/ethnicity, the rates are not comparable to past years.  (Reporting 
of Numerator data was unchanged).  Between 2003 and 2004 small declines were seen 
for white and black teens while the rate for Hispanic teens increased slightly. 
 

Figure 10.  Teen Pregnancy Rates per 1,000 Women Ages 15 - 19
New York and United States 1991 - 2004
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Figure 11. Pregnancy Rate per 1,000 Women Ages 15 - 19
New York State Residents by Race 1991 - 2004
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Unintended Pregnancy:  In 2003, over one third of new mothers responding to the 
PRAMS survey indicated that their pregnancy was unwanted or mistimed (36.3%).  This 
rate is an improvement over the 2000 rate of 37.8% but is higher than the 2001 rate of 
33.8% and the 2002 rate of 34.7%.   
 
Groups at highest risk for unintended pregnancy in 2003 were women under the age of 20 
(66.1%); women who were not married (63.2%); African American women (71.1%); 
women on Medicaid (57.6%); and women with less than a high school education (53.2%). 
Almost 65% of women reported that they wanted their pregnancy either when it occurred 
(45.0%), or earlier (18.7%). 
 

 
Table 9.  Responses to Question on Intendedness of Pregnancy 

PRAMS Survey 1998 to 2004 (Does not include NYC)* 

Response:   1999 
 

2000 2001 2002 2003 

Total reporting pregnancy was 
unwanted or mistimed 

35.1% 38.4% 33.8% 34.7% 36.3% 

Of those that were:      
Under age 20 82.3% 76.4% 77.5% 81.7% 66.1% 
Unmarried 68.0% 67.9% 60.1% 63.2% 63.2% 
African American 55.3% 64.8% 56.6% 62.3% 71.1% 
On Medicaid 61.7% 57.9% 56.6% 57.2% 57.6% 
Less than high school 
education 

57.2% 51.2% 57.1% 51.9% 53.2% 

Total reporting pregnancy was 
wanted when it occurred 

42.9% 44.5% 44.6% 44.1% 45.0% 

Total reporting pregnancy was 
wanted earlier 

22.0% 17.2% 21.6% 21.2% 18.7% 

 
 

*NYC PRAMS data is not included due to low response rate in NYC. 
 

Figure 12.  Women Whose Pregnancy Was Unintended
New York State Excluding New York City 1993 - 2003

Source:  PRAMS Survey
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Prenatal Care:  In 2004, the percent of women giving birth in New York State who 
received early prenatal care was 74.9, relatively unchanged from the 2003 percentage of 
74.7.  These rates were, however, an improvement over the 2001 and 2002 rates of 73.0 
percent; and the 2000 rate of 72.8 percent.   Between 1998 and 1999 the percent 
actually declined slightly.  This was partially due to New York City Department of Health 
changing their method of accounting for “unknowns” recorded for “entry to prenatal care.”   
Prior to this decline, there had been improvement in rates of women receiving prenatal 
care in the first trimester of pregnancy.   
 
From 1994 to 1998, the percent of New York women accessing early prenatal care had 
increased 8.2% to 73.8%.  Much of that improvement occurred among New York City 
residents where the percent increased from 56.8% in 1994 to 65.9% in 1998.  Although 
the New York City rate slipped to 62.4% in 1999, the 2000 rate was up to 66%. In 2001 
and 2002, the City rate reached 67.7%. The City rate improved to 71.9% in 2003 and 72 
percent in 2004.  In the rest of the State, the rate went from 76.7% in 1994 to 79.7% in 
1998.  Rest of State rates dropped slightly in 1999 and 2000 to 78.5%. Between 2001 
and 2003, the rate declined further to 77.4 percent. The 2004 rate was 77.8%.  These 
rates are still below the Healthy People 2010 goal of 90%.   
 

Figure 13.  Early (First Trimester) Prenatal Care
New York State, New York City and Rest of State, 1991 - 2004
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Early prenatal care rates in 2004 were slightly improved for African American and white 
moms and was relatively unchanged for Hispanic/Latina moms.  The Black-to-White ratio 
for early entry into prenatal care was 0.82, based on rates of 65.2% and 79.1%.   
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Adequacy of Prenatal Care:  The Kotelchuk Index is a calculation based on the number 
of women ages 15 to 44 who had a live birth during the reporting year whose observed-
to-expected number of prenatal visits is greater than 80%.  In other words, this index 
tracks the percentage of women who have completed at least 80% of the prenatal visits 
that they would be expected to have completed.  The Kotelchuk percentages for New York 
women ages 15 to 44 in New York improved from 2003 in both New York City and the rest 
of the state and for all racial groups.   
 

 
Location of Prenatal Care: PRAMS responses indicate that 75% or more of women 
reported in 2003 that they received their prenatal care in physicians’ offices (private MDs 
or health maintenance organizations).  Other sources of care were hospital clinics (12%), 
and community health centers (5%).  In the past few years, health department clinics 
provided less prenatal care:  5.7% in 1998, 4.6% in 2000, and 3.5% in 2001 and 2002. 
In 2003, 4 percent of women surveyed received care in health department clinics. 
 
Content of Care:  PRAMS questions on prenatal care elicited responses to indicate that 
most women received educational information during their pregnancy on nutrition, 
drinking, smoking, and HIV testing.  According to the 2003 survey, of the 94% of women 
that recall education on HIV testing being given by their provider, 97% went on to be 
tested during their pregnancy.  In 1998, 76.6% went on to be tested and in 2000, 81% 
went on to be tested.  The percentage is steadily increasing. 

Table 10.  Adequacy of Prenatal Care (Kotelchuk Index) 
Women Ages 15 – 44 years Who Gave Birth in that Year 

By Region and By Race, 1992 – 2004 

Year → ‘92 ‘93 ‘94 ‘95 ‘96 ‘97 ‘98 ‘99 ‘00 ‘01 ‘02 ‘03 ‘04 

New York 
City  

43.9 44.4 45.8 48.7 52.5 55.4 56.1 57.6 57.6 56.6 56.5 57.8 59.9 

Rest of State 77.1 70.5 71.9 72.3 71.5 73.2 73.9 73.8 72.3 69.7 69.9 67.6 72.7 

R
e
g

io
n

 

Total NYS 62.7 59.2 60.3 61.8 63.1 65.6 66.4 66.9 65.6 63.5 63.6 63.1 66.4 

White 69.5 65.4 65.9 66.9 67.9 70.5 71.2 71.5 70.1 68.0 68.6 66.6 70.2 

Black  40.3 39.7 42.0 38.6 41.5 51.0 51.7 52.9 53.4 50.6 51.8 49.8 53.0 

R
a
ce

 

Hispanic 40.8 39.5 42.0 46.0 50.1 54.0 55.5 56.2 56.1 55.0 57.1 55.8 57.8 

Figure 14.  Early (First Trimester) Prenatal Care
By Race, NY State 1991 - 2004
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The proportion on women who reported via PRAMS having read or heard about the 
importance of folic acid intake in prevention of birth defects increased from 67.9% in 
1996 to 77.3% in 1998 to 85.1% in 1999.  In 2002 and 2003, women were asked if they 
could identify the reason folic acid is important in a multiple choice question.  91 percent 
of the women answered this question correctly. 
 
Use of Alcohol and Tobacco during Pregnancy: Smoking during pregnancy can cause 
stillbirth, low birthweight, SIDS and other serious pregnancy complications.  About 26% 
of women who responded to the PRAMS survey in 2003 reported that they had smoked in 
the three months prior to pregnancy (up from 23.3% in 2002), and though most reported 
that they reduced their smoking during pregnancy (15% in 2003 reported that they 
smoked in the last three months), many reported in 2003 that they returned to smoking 
more frequently after pregnancy than during pregnancy.  In doing so, they are exposing 
their infants to second-hand smoke.  The percentage of those that smoked after 
pregnancy, however, was consistently lower than the percentage that smoked before 
pregnancy.   
 
Drinking alcohol during pregnancy is associated with fetal alcohol syndrome, a birth defect 
that is 100 percent preventable by not drinking alcohol during pregnancy.  Women 
sampled in the PRAMS survey reported that they reduced the use of alcohol during 
pregnancy.  In 2003, 54% reported drinking alcohol in the three months prior to 
pregnancy, but only 6% drank alcohol during the last three months of pregnancy.  This 
percentage is down from 8% of the women sampled who reported drinking alcohol during 
pregnancy in 2002 and 7% in 2001 and 2000. 
 
Adult Smoking: The American Cancer Society estimates cigarette smoking alone is 
directly responsible for approximately 30% of all cancer deaths and about 87% of all lung 
cancer deaths.  In addition, smoking by pregnant women is linked to poor birth outcomes 
and SIDS.   
 
According to studies commissioned by the New York City Department of Health and 
Mental Hygiene, the number of adult smokers in New York City declined by 11% from 
2002 to 2003.  This was believed to be one of the steepest short-term declines 
experienced in recent years.  Researchers from Baruch College, who conducted the 
telephone survey, found that the number of regular smokers decreased by more than 
100,000 between 2002 and 2003.  The study also found that the number of cigarettes 
smoked by those surveyed declined by about 13%, indicating that people are smoking 
less.  City health officials attribute this decline to tough anti-smoking laws and high 
cigarette taxes.  These findings also coincide with a new state law that bans smoking in 
bars and restaurants and a city-wide anti-smoking campaign.  (A later section of the 
Needs Assessment details youth smoking rates.) 
 
In 1990, according to the Behavioral Risk Factor Surveillance Survey (BRFSS) 22.5 
percent of the population considered themselves a current smoker; in 2000, 21.6%; and 
in 2005, 20.5% (BRFSS).  This is similar to the nationwide usage of 20.6%.  Tobacco use 
was highest among the 18 to 24 age group at 26.6% and least in the 65 + age group at 
8.8%.  BRFSS also shows evidence that New Yorkers are trying to quit smoking: in 2005, 
40% of current smokers surveyed indicated they had tried to quit smoking at least once 
during the past year. 
 
The first annual independent evaluation of New York’s Tobacco Control Program, 
conducted by the Research Triangle Institute (RTI) of North Carolina showed that smoking 
among adults declined to an all-time low of 18.1 percent in 2004.  2003 New York rates 
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were at 20.5%.  Comparable US rates were 21.6 percent in 2003 and 20.0 percent in 
1004.  In addition, the study showed marked reductions in New Yorkers’ exposure to 
second hand in-home smoke, a decline in per capita cigarette consumption that outpaced 
the national average, and very high compliance with the Clean Indoor Air Act, which lead 
to reductions in workplace secondhand smoke exposure.   
 
Also according to the RTI study, tobacco companies are estimated to spend $830 million 
in New York on advertising and tobacco promotion.  New York has spent $165 million over 
the last four years to prevent and reduce tobacco use.   
 
Oral Health of Adults:  The Behavioral Risk Factor Surveillance System (BRFSS) is the 
main source of data on the prevalence of dental diseases and risk factors in adults. It is 
an ongoing statewide telephone-based surveillance system designed by the Centers for 
Disease Control and Prevention (CDC). BRFSS monitors modifiable risk behaviors and 
other factors contributing to the leading causes of morbidity and mortality in the 
population.  New York State’s BRFSS sample represents the non-institutionalized adult 
household population, aged 18 years and older.  The oral health module includes 
questions on tooth loss and use of dental services. The data on oral cancer are available 
through the Cancer Registry.  In addition, the Pregnancy Risk Assessment and Monitoring 
System (PRAMS) provides data on risk factors in pregnant women. 
 
Tooth Loss in Adults - Dental caries (tooth decay) and advanced periodontal (gum) 
diseases ultimately lead to loss of some or all teeth, if not treated in a timely manner. 
Tooth loss is indicative of the importance given to oral health, availability and accessibility 
of dental care and the prevailing standard of care. Loss of all natural permanent teeth not 
only considerably reduces daily functioning in terms of chewing and speaking, but also 
reduces self-esteem and quality of life.  According to the 2005 Behavioral Risk Factor 
Surveillance System, the percent of adults 65 years and older that had lost all their 
natural teeth was 16.9%. The percentage was lower at each successive educational and 
income level. 
 
Oral and Pharyngeal Cancers - These cancers are not usually an issue for the MCH 
population, but have implications for later in life.  Some of the same risk factors for 
pregnant women and youth are risk factors for oral cancers.  
 
Data from the New York State Cancer Registry show an annual average of 1,916 new 
cases and 476 deaths of oral and pharyngeal cancer for the period 1999-2003.  An 
average of 1,267 new cases occurred in males and 649 in females. These oral and 
pharyngeal cancers account for approximately 2.7% of all malignancies in men and 1.4% 
in women. The age adjusted incidence rates per 100,000 for males and females are 14.6 
and 3.7, respectively, with corresponding age adjusted mortality rates of 3.7 and 1.4 in 
the same period.  Trends in incidence and mortality for oral and pharyngeal cancer in New 
York State show that both the incidence and mortality have declined in the last 2 decades, 
particularly among black males. However, black males still have the highest incidence and 
mortality rates. Despite advances in surgery, radiation and chemotherapy, the five-year 
survival rate for oral cancer has not improved significantly over the past several decades. 
The percentages of cases diagnosed at an early stage in 2003 were 30.1% and 45.1% 
among males and females, respectively. African American’s higher mortality can be partly 
attributed to the fact that their cancers are more often discovered at an advanced stage. 
Among black males, only 21.9% were diagnosed in an early stage. 
 
Risk factors and protective factors for adult oral health include tobacco and alcohol use 
and annual dental visits.  Tobacco use is one of the most common risk factors for oral 
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cancer and other conditions in the mouth such as oral mucosal lesions, periodontal 
disease, gingival recession, and caries.  The magnitude of the effect of tobacco on the 
occurrence of oral diseases is high, with users having many times the risk of non-users.  
Alcohol and tobacco use are the major risk factors for oral cancer, accounting for 75% of 
all oral cancers.  According to the 2005 BRFSS, the statewide current use of tobacco is 
about 20.5%; heavy alcohol use (female having more than one drink per day or male 
having at least 2 drinks per day) in New York State is about 5%.  

 
An annual dental visit presents an opportunity for providing preventive services as well as 
early detection of oral lesions.  According to the 2004 BRFSS data an estimated 70.0% of 
New Yorkers reported visiting a dentist or a dental clinic within the past year.  This 
compares favorably with the Healthy People 2010 Objective of increasing the proportion 
who uses the oral health care system each year to 56%.  The lower income population 
visited a dentist less frequently compared to those with higher incomes (54% vs. 82%). 
 
Oral Health and Pregnancy - Evidence is emerging to show that poor oral health may be 
associated with adverse pregnancy outcomes. Several studies have shown the 
associations between periodontal disease and increased risk for preterm labor and low 
birth weight babies. Visits to a dentist during pregnancy are recommended to avoid the 
consequences of poor oral health. In NYS in 2003, 47 percent of pregnant women, as 
estimated from the Pregnancy Risk Assessment and Monitoring System (PRAMS) used 
dental services during their pregnancies. The percentages were 51.4% and 22.7% among 
white and black women, respectively.   
 
Because New York is concerned about the potential effect of poor oral health prior to and 
during pregnancy, because of potential effects of maternal oral health on early childhood 
caries, and because there are no national standards for the oral health care of women 
during pregnancy, New York convened an expert panel of obstetricians, dentists and 
pediatricians to formulate guidelines for the oral care of women during pregnancy and for 
the prevention of early childhood caries.  The guidelines are completed and are now ready 
for distribution.   
 
Maternal Stress and Violence:  Stress during pregnancy is linked to a number of social 
and reproductive risks. Not surprisingly, the greater the number of stressors that the 
women reported, the less likely the woman was to report, “Pregnancy was one of the 
happiest times of [her] life.”  In 2003, those describing pregnancy as “one of the happiest 
times of [their] life” reported an average of 1.9 stressors, while those that described 
pregnancy as “one of the worst times of [their] life” reported an average of 4.6 stressors.   
 
In 2003, 27% of those surveyed reported that it was “one of the happiest times of [their] 
life.”  3% reported that it was “one of the worst times of [their] life.”  Most reported that 
it was somewhere in between:   
• 53% reported that it was “a happy time with a few problems;” 
• 12% responded that it was a “moderately hard time;” 
• 5% reported that it was a “very hard time.” 
 
In 2003, the same percent of PRAMS respondents reported they experienced physical 
abuse during pregnancy as reported abuse during the 12 months before they were 
pregnant (3%).  This is lower than what was reported in 2002 when 5% reported abuse 
prior to pregnancy and 4% reported abuse during their pregnancy. 
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Table 11.   Tracking of Selected PRAMS Responses, 1996 – 2003 

Percent of mothers who reported that… ‘96 ‘97 ‘98 ‘99 ‘00 ‘01 ‘02 ‘03 

…they drank alcohol during pregnancy 9.0 8.3 7.4 7.2 6.5 6.7 8.2 6.2 
…they smoked prior to pregnancy 29.1 32.1 28.0 28.0 27.1 24.8 23.3 25.6 
…they smoked during pregnancy 15.6 18.6 13.8 15.7 17.0 14.4 14.6 14.6 
…they smoked after pregnancy 22.5 26.0 21.7 22.8 22.4 20.6 19.3 19.2 
…they were physically abused in pregnancy 4.4 4.9 5.0 5.0 3.7 4.2 4.4 3.4 
…their pregnancy was unwanted/ wanted later 34.1 38.4 35.3 35.1 38.4 33.8 34.7 36.3 
…they initiated breastfeeding 63.4 64.7 66.9 67.0 69.1 68.6 72.1 71.6 
…they put their babies to sleep on their side 

…back 
…stomach 

41.5 
34.5 
24.0 

34.9 
45.2 
19.9 

29.5 
53.0 
17.4 

25.1 
56.7 
18.2 

20.2 
66.3 
13.3 

15.3 
68.5 
15.9 

15.0 
69.4 
15.1 

14.3 
70.9 
14.4 

…their babies were exposed to 2nd hand smoke 11.3 9.4 6.9 6.8 9.9 9.4 7.7 5.3 
…knew that folic acid can prevent birth defects 67.9 78.2 77.3 81.3 92.0 90.5 90.7 90.7 

 
Prenatal HIV Counseling and Testing:  Since 1990, there has been a 66% decline in 
HIV infected women giving birth in New York State.  Specifically, the number of HIV 
infected women giving birth in the state went from 18,981 in 1990 to 642 in 2004. As of 
December 2004, women represented 25.3% of total AIDS cases in the State. 
 
The percent of women who were aware of their HIV status prior to delivery in New York 
State has increase significantly.  In 1997, only 64% of women knew their HIV status prior 
to delivery.  In 2004, 95% were aware of their status.  This information allows providers 
to administer drugs in time to reduce perinatal transmission. 
 
Prenatal care enrollment among HIV-positive women is increasing.  If women are enrolled 
in care, they can more easily obtain prenatal counseling and testing.  The percent of HIV-
infected women who received prenatal care increased to 92.4% in 2001, up from 88.5% 
in 1997.   
 
An increasing percentage of prenatal women are receiving HIV counseling and testing.  
The percent of all women presenting for delivery who were tested during pregnancy 
increased in 2004 to 95% from 89% in 2000 and 46.7% in 1999.   
 
Currently in New York, perinatal HIV counseling and testing are a standard of prenatal 
care.  In 1996, the Department promulgated regulations requiring HIV counseling with 
testing recommended for all women in prenatal care in regulated facilities (licensed 
clinics, hospitals, and managed care plans).  The Department worked with the American 
College of Obstetricians and Gynecologists, the New York State Academy of Family 
Physicians and the American Academy of Pediatrics to establish HIV counseling and 
testing as the standard of care.  Compliance is monitored through chart review by a 
professional review agent, through the Quality Assurance Reporting Requirements (QARR) 
submission to the Office of Managed Care, and by our own public health program nurses 
who monitor PCAP compliance.   
 
Perinatal HIV Transmission Rates:  As a result of various State initiatives, perinatal 
HIV transmission rates declined dramatically from 1997 through 2004. In 1997, the 
perinatal HIV transmission rate was 10.9 percent with 97 HIV-positive infants born. In 
2000, it was 3.6 percent (28 HIV- positive infants) and in 2003, 1.2 percent (8 HIV-
positive infants).   In 2004, the rate was up slightly to 2.8 percent resulting in 16 HIV-
positive infants. 
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The percent of HIV-infected mothers and/or HIV-exposed infants who received prenatal, 
intrapartum or neonatal ARV to reduce HIV transmission increased from 63.8% in 1997 to 
98.1% in 2002.   
   
Perinatal HIV Seroprevalence Rates:  Perinatal prevalence rates are significantly 
higher in African American and Hispanic/Latina women and significantly higher in New 
York City residents. 

Figure 16.   HIV Prevalence in Childbearing Women
New York State, Excluding NYC Residents, by Race 1989 - 2003
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Figure 15.  HIV Prevalence in Childbearing Women
New York City Residents by Race 1989 - 2003
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New York’s partner/spousal notification law is in effect.  The Department tracks the effects 
on HIV transmission rates.  It is important to note that the law contains a mandate that 
providers screen for risk of domestic violence.   
 
Low and Very Low Birth Weight:  Changes in low birth weight rates for the last decade 
have not paralleled the decrease in infant mortality.  Rates of births with infants weighing 
less than 1500 grams and less than 2500 grams have been relatively unchanged over the 
past ten years and have actually increased slightly between 2003 and 2004.  The 2004 
low birth weight rate of 8.2% is 64% greater than the Healthy People 2010 goal of 5.0%, 
and the rate of 1.6% for very low birth weight is 78% greater than the Healthy People 
2010 goal of 0.9%.   
 
 

 
 
     When low birth weight rates for total births are compared to those for singleton births, 
the latter shows a slight decreasing trend.  Multiple births seem to be responsible for a 
portion of the lack of change in these rates over the last ten years.  Multiple births are 
more common due to advances in the technology of assisted reproduction.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 17.  Percent Low (<2.5 kg) and Very Low (<1.5 kg) Birth Weight
New York Total Births  1991 - 2004
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WIC participants in New York State fare better than WIC participants nationwide as well 
as non-WIC participants in relation to low birth weight.  In 2002, the percentage of low 
birth weight was 7.4% among NYS WIC participants, compared to 9.0% of WIC 
participants nationwide, and compared to a statewide total low birth weight rate of 7.9%.  
In 2004, the NYS WIC low birth weight rate was 7.7%, compared with 9.1% for WIC 
nationwide.   
  
Low Birth Weight by Region:  Low birth weight rates have been consistently higher in 
NYC as compared to rest of State.  In New York City the low birth weight rate declined 
from 9.2% in 1993 to 8.2% in 2000. Since 2001, however, the rate either stayed the 
same or increased slightly and was up to 8.8% in 2004.  In Rest of State the rate 
increased from 6.5% in 1995 to 7.3% in 2000.  The rate declined in 2001 to 7.0% but 
increased again between 2002 and 2004 to 7.6 percent. 
 

Figure 19.  Percent Low Birth Weight (<2500 gms)
New York Singleton and Total Birth  1991 - 2004
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Figure 18.  Percent Very Low Birth Weight (<1500 gm)
New York Singleton and Total Births 1991 - 2004
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Figure 20.  Low Birthweight (<2.5kg) Rate
New York State, Upstate and NYC

 1993 - 2004

0

5

10

15

20

25

HP 2010 Goal - 5.0 percent

Percent

NY City 9.2 9.0 9.0 8.8 8.8 8.8 8.5 8.2 8.4 8.4 8.5 8.8
Upstate 6.5 6.4 6.6 6.8 7.0 7.0 7.2 7.3 7.0 7.5 7.4 7.6
NY State 7.7 7.7 7.7 7.7 7.8 7.8 7.9 7.8 7.7 7.9 7.9 8.2

1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

 
 
Low Birth Weight Trends by Race and Ethnicity:  Between 1991 and 2001 the Black 
low birth weight rate declined steadily from 13.8% to 11.3%.  In 2002 and 2003, 
however, it increased to 12 percent and in 2004 to 12.6 percent.  Among Hispanics the 
low birth weight rate went from 8.3% in 1991 to its lowest point of 7.3% in 2000.  Since 
2000 it has fluctuated between 7.4 and 7.5 percent.  Among whites, unlike the other 
groups, the low birth weight rate in 2004 was higher than it was in 1991.  The rate has 
increased from about 6.2% in the early 1990s to 6.7% between 1997 and 2001.  In 2002 
and 2003 it was 6.8% and in 2004 it was 7.0 percent.    
 
Trends in singleton low birth weight rates were similar to what was seen for total births 
among blacks and Hispanics.  Among whites, however, the increase that occurred in total 
births was not seen in singleton births. The white singleton low birth weight rate was 
virtually unchanged between 1991 (5.0%) and 2004 (4.9%). 

Figure 21.   Percent Low Birth Weight (<2.5 Kg.)
NYS by Race  1991- 2004
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Ratio of Black to White Low Birth Weight rates:  Disparities in low birth weight rates 
have shown improvement over time, but still persist.  These disparities may be measured 
in the ratio of the Black low birth weight rate to the White low birth weight rate.  The ratio 
has improved from 1991, when it was 2.2.  The 1998 Black-to-White ratio for low birth 
weight based on the total number of births for each race was 1.8 based on rates of 11.9 
and 6.7. From 1999 to 2001, the ratio was 1.7.  From 2002 through 2004, it was 1.8.  
The trend is also seen in Black-to-White low birth weight rates for singleton births, a 
reduction from 2.5 in 1991 to 2.0 in 2000 and 2001.  In 2002 through 2004, it was 2.1. 
 
Table 12.  Ratio of Black Low Birth Weight Rate to White Low Birth Weight Rate  

Total Births, 1998-2004 
     Year 1998 1999 2000 2001 2002 2003 2004 
   Ratio 1.8 1.7 1.7 1.7 1.8 1.8 1.8 

 
 
Maternal Mortality:  Maternal Mortality was down slightly to 20.5 per 100,000 live births 
in 2004 from 20.9 in 2003.  The decline was due to a reduction in the Rest of State rate 
from 18.7 in 2003 to 16.9 per 100,000 live births in 2004.  During this same time period, 
the New York City rate increased slightly from 23.9 to 24.4. Before this slight 
improvement, between 2002 and 2003, the statewide maternal mortality rate had 
increased from 13.2 to 20.9 per 100,000 live births. This was primarily due to an increase 
in maternal mortality in the areas of the state outside New York City where the rate went 
from 4.5 in 2002 to 17.7 in 2003.  Prior to 1998, the rate had been declining.  Between 
1990 and 1997, the rate dropped 47% to an all-time low of 9.3 per 100,000 births.  
Between 1998 and 2001, however, the rate doubled to 20.1.  The 2002 decline was the 
first since that time, but the decline did not continue in 2003.   
 
The rate in 1997, when the rate was the lowest, is based on 24 maternal deaths.  In 
2003, there were 53 maternal deaths with a rate of 20.9 per 100,000 live births and in 
2004 there were 51 deaths with a rate of 20.5.   
 
The maternal mortality rate in 2004 of 20.5 per 100,000 births is 6.2 times the Healthy 
People 2010 goal of 3.3 per 100,000. 
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 The racial disparity in maternal mortality in New York is dramatic and exceeds the 
differences seen in infant mortality and low birth weight.  The 2004 Black maternal 
mortality rate of 44.7 per 100,000 births compared to the White rate of 13.7 per 100,000 
births, results in a Black-to-White ratio of 3.3. These rates are based on 21 deaths among 
African American women and 23 deaths among Caucasians.  The rate for Hispanics in 
2004 was 19.3 per 100,000 live births based on 11 deaths.     
 

 
In part, wide fluctuations in the rate are related to the rarity of the occurrence.  The small 
numbers of deaths that occur each year create great swings in rates.   
 

Figure 24:  Maternal Mortality Rate
1990-1998 ICD9 Codes 630 to 676

1999 - 2003 ICD10 Codes 000 to 099
New York State, New York City and Rest of State 1990 - 2004
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Figure 23:  Maternal Mortality Rate
1990-1998 ICD9 Codes 630 to 676
1999-2002 ICD10 Codes 000-099

New York State Residents by Race 1990 - 2004
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There are many reporting issues related to maternal mortality that contribute to 
inconsistent rates.  For example, if investigators rely solely on the death certificates to 
identify maternal deaths, the relationship of certain conditions to a previous pregnancy 
may not be clear, and the death may never be classified as a maternal death.  The 
greater the efforts made toward ascertainment of a previous pregnancy, the more likely 
investigators are to identify a true maternal death.  
 
If the health care provider completing the death certificate does not connect the death to 
a recent pregnancy, the death is frequently reported under a non-maternal cause.   
Working with the NYS Chapter of ACOG through the Safe Motherhood Initiative, the 
NYSDOH have been working to increase awareness of maternal mortality which may have 
improved the completeness of maternal death reporting through death certificates.   
 
 
B.  Children 
 
Childhood Nutrition:  New York participates in a variety of United States Department of 
Agriculture (USDA) programs, including the Supplemental Food Program for Women, 
Infants and Children (WIC), Food Stamps, the School Breakfast and School Lunch 
Program, and the Child and Adult Care Food Program (CACFP).  The table below 
summarizes recent participation data:   
 

Table 13.  New York USDA Program Participation 
October 1, 2002-September 30, 2003 

Program Average Participation 
Food Stamps 1,435,986 monthly 
WIC 458,177 monthly 

Farmers Market Nutrition 
Program 

383,177 monthly 

  
Child Nutrition  

School Lunch 1,789,181 daily 
School Breakfast 459,924 daily 
Child and Adult Care Feeding 
Program (CACFP) 

 
22,584 daily 

  
Food Distribution Program (FDP)  

Commodity Supplemental Food 
Program (CSFP) 

36,284 monthly 

Food Distribution Program on 
Indian Reservations (FDPIR) 

418 monthly 

 
Descriptions of the various USDA Program can be found on the USDA website:  
www.usda.gov.  
 
According to the 2005 Youth Risk Behavior Survey, twenty-one percent of adolescents 
(comparable to 26% of adults) in New York State consumed at least five fruits or 
vegetables per day.  While 38% of New York adolescents eat between one and three fruits 
per day, only 12% ate green salad 4-6 times per week.  Twenty-one percent reported 
eating vegetables other than carrots and potatoes 4 – 6 times per week.  Consumption of 
fruits and vegetables diminishes with grade.  Differences by gender and race were 
insignificant.  
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Among high school girls in 2005, only 10 percent reported drinking 3 or more glasses of 
milk per day as compared to 20 percent of the boys.  Among girls in 12th grade, only 6 
percent drank 3 glasses of milk daily. 
 
Respondents to WIC participant surveys reported an increase in the number of children 
drinking low fat or skim milk from 5.4% in 1998 to 8.9% in 2000.  Responses on numbers 
of fruits and vegetables consumed per day increased in the same time period from 2.8 to 
3.0 servings of fruit and from 1.6 to 1.7 servings of vegetables a day.  While 
improvement is encouraging, this is still below the recommended servings per day.  
 
Breastfeeding:  New York uses PRAMS, WIC and National Immunization Survey (NIS) 
data to track breastfeeding trends.   
 
Through 1999, the PRAMS breastfeeding question was asked as follows:  “For how many 
weeks did you breastfeed your baby?”  Possible responses were:  “I didn’t breastfeed my 
baby.”  “I breastfed less that one week.”  “I am still breastfeeding.”  Also, through 1999, 
there was a New York State-specific question on why the mother didn’t breastfeed.  In 
2000, additional breastfeeding questions were added to the PRAMS survey.  The question 
is now asked:  “Did you ever breastfeed or pump your breast milk to feed your new 
baby?”  “What were your reasons for not breastfeeding your baby?”  “How many weeks 
did you breastfeed or pump milk to feed your baby?”  “What were your reasons for 
stopping breastfeeding?”  “How old was your baby the first time you fed him or her 
anything besides breast milk?”   
 
PRAMS data show that rates of breastfeeding initiation improved.  There was a 5% 
improvement between 1999 and 2000, but there is not certainty as to whether this is due 
to the change in the way the questions were asked in 2000.   
 
Highlights from the PRAMS 2003 (New York State – excluding NYC) data are as follows: 
• Breastfeeding rates have shown slight, but steady improvement over the last few 

years.   
• Breastfeeding rates drop dramatically one month postpartum.  
• Mothers with more than 12 years of education were more likely to breastfeed. 
• Marriage increases the likelihood that mothers will initiate breastfeeding and 

continue to breastfeed past the immediate postpartum period.  Among married 
women responding in 2003, 76.5% initiated breastfeeding, compared to 59.9% for 
unmarried women.   

• Of the 28.4% that chose not to breastfeed in 2003, 46% stated that they did not do 
so because they did not like breastfeeding, and 28% indicated that they didn’t 
because they had other children to care for.  26% said they had to return to work or 
school.  

 
      

Table 14.  Breastfeeding Initiation and Duration for PRAMS Respondents, 1996 – 2003 
Source:  PRAMS data 

Year>  1997 1998 1999 2000 2001 2002 2003 
PRAMS – Initiation 63.0% 65.4% 65.4% 69.1% 68.6% 72.1% 71.6% 
PRAMS – 1 Mo. Postpartum  52% 52% 50% 57.1% 55.3% 57.6% 57.4% 

 
WIC breastfeeding data is showing slight improvement.  In 2004, 66.4% of WIC moms 
reported ever breastfeeding.  This is a 10% increase over 2001.  At 12 months, 22% of 
WIC participants reported in 2004 that they were still breastfeeding.  This is 32% more 
than in 2003 and almost double the rate reported in 2001. 
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Figure 19.
Trends in Breastfeeding 1999-2003

Source:  Pediatric Nutrition Surveillance - WIC 
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A recent study, which utilized National Maternal and Infant Health Survey data, found that 
breastfed children have a decreased risk of post-neonatal death, compared to those who 
are never breastfed.  The study, published in Pediatrics, found that: 
 
• Overall, children who were ever breastfed had 0.79 times the risk of post-neonatal 

death, compared to those who were never breastfed. 
• Most of the infants who died were less than age four months. 
• Longer breastfeeding was associated with lower risk of post-neonatal death.  
• The mothers of children who died were younger, less educated and smoked more 

often during pregnancy. 
• The infants who died tended to be of higher birth order, and were more often male, 

African American and low birth weight. 
 
National Immunization Survey Data on Breastfeeding:  Each year since 1994, the 
CDC National Immunization Program, in partnership with CDC’s National Center for Health 
Statistics, has conducted the National Immunization Survey (NIS) within all 50 states, 
District of Columbia, and selected geographic areas within the states.  Since January 
2003, breastfeeding questions have been asked of all survey respondents selected to 
participate in the National Immunization Survey (NIS). All data collected on breastfeeding 
in this survey relates to the child about which immunization data is being collected. As a 
result, the 2004 NIS results provide geographically-specific breastfeeding rates for the 
initiation, duration, and exclusivity of breastfeeding: 
 
• In 2003, 70 percent of women in New York State reported ever-breastfeeding.   

Women in New York City were more likely (72.7%) to report ever breastfeeding as 
compared to women in Upstate (67.6%).  New York State Women were similar to 
women nationwide in the percent ever breastfeeding.  

• About one-half of the NY state women reporting ever breastfeeding were still 
breastfeeding when their babies were 6 months of age (37.2%).  Rates were similar 
for Upstate, NYC, and the nation.  If only looking at women exclusively breastfeeding 
at 6 months of age, which is recommended by the American Academy (AAP) of 
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Pediatrics, 14.8 percent of women in New York State were in this category.  Slightly 
more NYC moms reported excusive breast feeding at 6 months of age (15.5%), as 
compared to Upstate (14.8%) and the nation (14.1%). 

• New York State has not yet achieved the national Healthy People 2010 objective of 
75% of mothers initiating breastfeeding.  According to the CDC, only 14 states have 
achieved this goal. 

 
Table 15.   Breastfeeding Patterns Of Participants In The National Immunization Survey 

New York State By Region And US , 2004 

       
Region       

Ever 
Breastfeeding  

 Breastfeeding 
at 6 months 

Breastfeeding 
at 12 months 

Exclusive at 
3 months 

Exclusive at 
6 months 

 Upstate 67.6+/-6.1 36.6+/-5.9 19.6+/-4.6 36.0+/-6.0 14.8+/-4.4 
New York 
City 

 
72.7+/5.2 

 
38.0+/-5.5 

 
19.8+/-4.2 

 
41.6+/-5.8 

 
15.5+/-4.2 

New York 
State 

 
70.0+/-1.0 

 
37.2+/-4.0 

 
19.7+/-3.2 

 
38.6+/-4.2 

 
15.1+/-3.1 

                    
US 

 
70.3+/-0.9 

 
36.2+/-0.9 

 
17.8+/-0.7 

 
38.5+/-1.0 

 
14.1+/-0.7 

 
Childhood Overweight:  There is growing concern about the national epidemic in 
childhood overweight and adult obesity.  Research indicates that adult morbidity and 
mortality are increased by childhood obesity, even if the condition does not persist into 
adulthood.  A recent study by the University College of London found that children who 
are overweight at age 11 continue to be overweight at age 16.  
 

Figure 25: Proportion of elementary school children in upstate NY and New York City  
who are obese 

 

 
Sources: Upstate New York: Grade 3 Oral Health, Physical Activity, and Nutrition Survey, 2004. New York City: Am J Public 

Health, 2004; 94: 1498. U.S. NHANES, 1999-2002, J Am Med Assn 2004;291: 2847-2850. 

The prevalence of obesity among elementary school children in NYS has increased 
dramatically between 1988 and 2003-2004. Based on measured height and weight in 
2003, 24% of elementary school children (grades K-5) in New York City were obese.  In 
2004, 21% of third grade school children in Upstate New York were obese. These 
prevalence rates greatly exceed the prevalence reported for the U.S. (15.8%) in NHANES 
1999-2002, and the Healthy People 2010 target of 5%. In both New York City and upstate 
NY, prevalence rates differed across racial/ethnic categories; Hispanics have the highest 
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rates (29.3% and 31.1%), with rates for non-Hispanic Whites the lowest (18.7% and 
15.9%), and rates for non-Hispanic Blacks in between (22.5% and 22.8%, respectively). 

 

Figure 26.  Trends in Overweight and At-Risk for Overweight
Among WIC Program Children Ages 2 to 4 Years

1989 - 2005
Source:  WIC Program 
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At risk of overweight= BMI greater than 85th percentile, less than the 95th percentile 
Overweight= BMI greater than or equal to the 95th percentile 

Both measured by age- and sex-specific 2000 CDC growth charts 
 
 

 
For preschool-age children in NYS, data are only available for children from low-income 
families enrolled in the Special Supplemental Nutrition Program for Women, Infants, and 
Children (WIC). In 2005, 15.7% of the two- to four-year-olds participating in New York’s 
WIC Program were overweight.  This is down 5% from 2004 but still a 28% increase since 
1989.  The percent of overweight children varies considerably by race and ethnicity.  
Hispanic children are almost twice as likely to be obese than Black or White children.   
 
Television Viewing:  Current research suggests there is a relationship between TV 
watching and obesity.  Specifically, one study found that, in 26 year olds, 17 percent of 
overweight can be attributed to watching television for more than 2 hours per day 
(www.thelancet.com Vol. 264 July 2004).  Another study found that for each hour 
increase of television viewing, fruit and vegetable intake decreases by 0.14 servings per 
day. (Pediatrics, 2003 Dec: 112 (6 Pt 1):1321-6)  The 2001 Surgeon General's Call to 
Action to Prevent and Decrease Overweight and Obesity recommended that children 
watch no more than two hours of television per day (The Surgeon General's Call, 2001). 
The American Academy of Pediatrics (AAP) recommends that children younger than two 
years of age be discouraged from viewing television, and that viewing for children two 
years and older be limited to no more than one to two hours per day of high quality 
educational shows (American Academy of Pediatrics, 2001). 
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Figure 27. Percent of High School Students Who Were Overweight
 (At or above the 95th Percentile) 

by Sex and Race 
 New York State, 2005
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Data from the 2005 YRBS found that 10.5% of adolescents are overweight (BMI ≥ 95th 
percentile based on reference data).  Adolescent males were more likely to be overweight 
than females and African American adolescents were more likely to be overweight than 
white adolescents.  Among Hispanic males almost 20% were overweight in 2005.   

Figure 28.  Percent of High School Students Who Watched Three of More Hours 
of TV on  an Average School Day by Sex and Race 

 New York State, 2005
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Interestingly, TV watching habits followed a similar pattern to the overweight 
percentages. Males were more likely to watch more than three hours of TV per weekday 
as compared to females.  Whites and Asians had the lowest rates of TV watching. 
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Younger children are also at risk in NYS for watching too much TV.  A random sample of 
third grade children surveyed in upstate NYS in 2004 revealed that 18.4% watched more 
than 2 hours per day. A survey of TV viewing habits was collected from a sample of WIC 
participants in 2000. Children from ages 2 up to 5 years watched an average of 2.3 hours 
per day of TV. Twenty percent (23%) of children and 20% of adults usually or always 
snacked while watching TV and 38% had a TV in their bedroom (Dennison et al., 2002). 

Eating Disorders:  Other weight-related health issues that impact adolescents are eating 
disorders.  The National Institute of Mental Health estimates there are 5-10 million people 
in the US with eating disorders, which include anorexia, bulimia, binge eating disorder and 
other conditions. Eating disorders cause more deaths than any other mental disorder.  
Females are much more likely to suffer from an eating disorder than males.  Only 5- 15 
percent of people with anorexia or bulimia are males.  One characteristic of persons with 
an eating disorder is a perception that they are overweight when they are not.    
 

Figure 29.  Overweight and Overweight Perception 
Among Female High School Students 

  New York State, 1999-2005
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According to the 2005 YRBS, 31.9 percent of female high school students described 
themselves as overweight when only 10 percent were actually overweight. This 
discrepancy between perception and actual weight was relatively unchanged between 
1999 and 2005.  Among males in 2005, 26 percent thought they were overweight while 
12.8 percent actually were. 
 
Inappropriate Weight Loss Methods/Male and Female Adolescents:  Among female 
NYS high school students in 2005, 60.5 percent reported they were trying to lose weight.  
While most used methods such as exercise (69.7%) or eating fewer calories (53.3%), 
13.3 percent fasted for 24 hours in order to lose weight, 6 percent vomited or took 
laxatives and almost 5 percent took diet pills or powders ( not prescribed).   
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Figure 30.  Inappropriate Weight Loss Methods 
Practiced by High School Students

 New York State 2005
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Adult Overweight:  The 2005 BRFSS found 59.7% of New York adults were overweight 
or obese, up from 57.3 in 2003.  The rate has been climbing upward during the past 
several decades.  In 1990, 42.3 percent and in 2000, 56.9 percent of New York’s 
population was overweight or obese.   Increasing overweight and obesity rates have 
implications for women of childbearing age.  The overweight/obesity rate increases with 
age, from 41.0% among 18 to 24 year-olds to 68.7% among 55 to 64 year olds. Rates 
are higher among men than women (66.0% vs. 53.8%) and higher among African 
Americans (71.2%) and Hispanics (60.7%) than whites (58.3%).  Rates are also 
significantly higher among those with less education. 
 
Diabetes Prevalence:  Overweight and obesity are major risk factors for diabetes.  
Diabetes prevalence has been increasing in New York State as well as in the nation, over 
the past several decades.  In 1990, 4.3 percent of New Yorkers indicated they had been 
told by a doctor that they had diabetes.  In 2000, 6.6 percent had been diagnosed with 
diabetes and in 2005, 8.1 percent. 

Figure 31.  Diabetes Prevalence by Race 
New York State 2001-2005
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There are also race and ethnic differences in diabetes prevalence.  In 2005, the 
prevalence of diabetes among blacks was 12.8 percent; almost double the white rate and 
50 percent higher than the Hispanic rate. 
 
The vision is for all New Yorkers to achieve and maintain and healthy weight.  NYSDOH’s 
mission includes decreasing the prevalence of overweight and obesity and to reduce the 
burden of obesity-related diseases by improving healthy eating and increasing physical 
activity.  Over the past two years, the department and many partners and stakeholders 
have been involved in developing the New York State Strategic Plan for Overweight and 
Obesity Prevention.  This plan includes a role for individual behavioral change, but also 
focuses on population-focused preventions efforts for policy, environmental and systems 
change.  These large-scale strategies are designed to decrease barriers to healthy food 
choices and exercise opportunities, and to increase the ease of making healthy food and 
physical activity choices by making them accessible in childcare, schools, worksites, 
healthcare setting and in the community, making changes more sustainable than 
individual or group education strategies. 
 
The following ten goals were identified to guide New York’s efforts:   
 

• Increase awareness of overweight and obesity as a major public health threat; 
• Increase early recognition of overweight and/or excessive weight gain; 
• Improve management, both medical and non-medical, of people who are 

overweight or obese and those with obesity-related diseases; 
• Increase initiation, exclusivity and duration of breastfeeding during infancy; 
• Improve lifelong healthy eating; 
• Improve lifelong physical activity; 
• Decrease exposure to television and other recreational screen time; 
• Increase policy and environmental supports for physical activity and healthy 

eating, including breastfeeding; 
• Increase and maintain effective public health responses to the obesity epidemic in 

New York State; and  
• Expand surveillance and program evaluation to prevent overweight and obesity.  

 
Title V will continue to work with colleagues in the Division of Chronic Disease Prevention 
and Adult Health and the Division of Nutrition to meet the challenges of this epidemic.    
 
Nutrition Assistance:  According to the US Department of Agriculture, food insecurity in 
New York State is thought to be in the range of 10% (+0.74) and food insecurity with 
hunger is thought to be in the range of 3.9% (+0.31%).  Approximately 56% of all 
licensed childcare entities participate in the Child and Adult Care Feeding Program.   
 
Physical Activity:  According to the 2005 YRBS, 23.8% of adolescents were estimated to 
participate in moderate physical activity (activity that did not make them sweat or 
breathe hard) for at least 30 minutes on at least five or more of the past seven days.  
There were no substantial differences noted by race, grade or gender.   
 
Of students reporting they were enrolled in a physical education class, 76.5 percent said 
they actually exercised or played sports for at least 20 minutes during an average PE 
class.  While 94.2 percent of students said they attended physical education class at least 
once per week, only 17.4 percent reported having a daily PE class.  More than half of both 
male and female students (57.5%) reported that they played on a sports team.  Males 
were somewhat more likely (62%) to play on a sports team as compared to females 
(53%). 
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Oral Health Status of Children:  Oral health is vital to the overall health and well-being 
of children. Left untreated, pain and infection caused by tooth decay can lead to problems 
in eating, speaking and learning.  According to the US Surgeon General, tooth decay or 
dental caries, the most common chronic childhood disease, is five times more common 
than asthma and seven times more common than hay fever in U.S. children.   
 
HRSA recently published, The Oral Health of Children: A Portrait of States and the 
Nation 2005.  This report is the second in a series of overviews that examines national 
and state-level data and includes breakdowns by ethnic and racial group.  Parents of 
102,353 children ages 0-17 participated in the 2003-04 survey, which was supported by 
HRSA's Maternal and Child Health Bureau and conducted by the Centers for Disease 
Control and Prevention’s National Center for Health Statistics. 
 
The report indicates that most children up to age 17 receive annual preventive dental care 
and have excellent or very good oral health, and that few go without needed care.  
However, the report noted that young children (ages 1 to 5) and children of families with 
lower incomes are much less likely to access preventive oral health care.    
 
Seventy-two percent (72%) of children, according to surveyed parents, had a preventive 
dental visit in the past year.  Ninety-three percent (93%) of the children of the parents 
surveyed received all necessary dental care in the past year, 90.5 percent of children 
have teeth in excellent, very good or good condition –- 68.5 percent with teeth in 
excellent or very good condition and 21.9 percent in good condition.  Seventy-seven 
percent (77%) of young children (ages 1 to 5 years) have teeth reported to be in 
excellent or very good condition compared to only 61.8 percent of 6- to 11-year-olds and 
67.5 percent of 12- to 17-year-olds.  
 
Access to dental care rises steadily with increased income. Only 58.1 percent of children 
with family incomes below 100 percent of the federal poverty level (FPL) received care in 
the past year, compared to 82.4 percent of children in families with incomes of 400 
percent FPL and above.  Younger children are less likely to receive preventive dental care 
than school-aged children.  Only 10.1% of 1-year-olds and less than a quarter (23.8%) of 
2-year-olds received a preventive dental visit in the past year, despite the 
recommendation that all children see a dentist by age 1.  Parents of 88.9 percent of 
children who did not see a dentist in the past year did not believe that their children 
needed a preventive dental visit, which could indicate a need for oral health education 
among parents.  
 
Dental care rises steadily with income. Only 58.1 percent of US children with family 
incomes below 100 percent of the federal poverty level (FPL) received care in the past 
year, compared to 82.4 percent of children in families with incomes of 400 percent FPL 
and above.  
 
In the United States and in New York, dental caries in children is the most common 
chronic disease.  Nationally, a progress review toward Healthy People 2010 observed that 
the prevalence of dental caries in 2-4 year old children was approximately 23% (HP 2010 
Target 11%). Of children aged 1-5 years enrolled in the Early and Periodic Screening, 
Diagnostic and Treatment Program (EPSDT), only 16% received any preventive service.  
A survey of a disadvantaged group of children in northern Manhattan found a high level of 
unmet need.  Because management of children of this age group in a dental office is 
difficult, many children require treatment in an operating room. In New York, 
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approximately 2900 children younger than 6 years of age annually undergo hospital stays 
for dental caries. 
 
Cleft lip and cleft palate are one of the most common congenital anomalies. These 
conditions affecting the oral cavity may occur as isolated defects or as part of other 
syndromes. In the United States, the prevalence rates in the general population have 
been reported to be approximately 1.2 per 1000 births for cleft lip with or without cleft 
palate and 0.56 per 1000 births for cleft palate alone. In Year 2000, according to New 
York’s Congenital Malformations Registry, there were 183 cases of cleft lip with or without 
cleft palate (0.71 per 1000 births) and 143 cases of cleft palate (0.55/1000 births) in New 
York State. The rate of oral clefts has been reported to be higher among whites compared 
to that for blacks. In New York State, the rate varied from 0.8 to 1.5/1000 births in 
different racial and ethnic groups.  In 2002 and 2003, there were a total of 713 children 
with clefts (over 350 per year), or a rate of 14.2 per 10,000 live births 
 
According to a survey of 3rd grade children conducted during 2002-2004 by the New York 
State Health Department in collaboration with many partners, the prevalence of dental 
caries was 54.1%. The estimated percent of children with untreated caries was 33.1%. 
The Healthy People 2010 (HP 2010) target for caries experience and untreated caries for 
6-8 year old is 42% and 20% respectively. Consistently, both caries experience and 
untreated caries were more prevalent in the low-income group. 
 
Protective factors for oral health include:   
 
• Water Fluoridation 

More than 12 million New Yorkers receive fluoridated water. The percent of the 
population on community water supplies receiving fluoridated water is approximately 
70%, compared to the Healthy People 2010 Objective of 75%. The percent of the 
population on fluoridation was 100% in New York City and 46% in upstate New York. 
Counties with large proportions of the population not covered by fluoridation are 
Nassau, Suffolk, Rockland, Ulster, Albany, Oneida and Tompkins. 

 
• Fluoride Use 

Fluoride tablets are prescribed to children living in areas where water is not fluoridated 
in upstate New York State communities. (New York City children receive fluoride from 
water.)  About 30.5% and 17.7% of high income and low income children respectively 
in upstate New York reported the use of fluoride tablets on a regular basis. 

 
• Dental Sealants 

The estimated percent of children with a dental sealant on a permanent molar in New 
York State was 17.8% and 41.1% in the low and high-income groups respectively. 
Again, a lower proportion of low-income children had dental sealants compared to that 
of high income children. 

 
• Insurance Coverage 

Approximately, 80.1% of children reportedly had some type of dental insurance 
coverage. There was no noticeable difference in the insurance coverage between high 
and low-income groups. 

 
• Dental Visit in the Past Year 

The percent of children with a dental visit in the past year was 73.4%. While there 
was no noticeable difference in the insurance coverage between high and low income 
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groups, a lower proportion of low income children had visited a dentist in the last one-
year (60.9% vs. 86.9%). 

 
• Use of Dental Services in Medicaid and Child Health Plus Programs 

For those New York State children aged 4 to 21, who are continuously enrolled for a 
year in 2003, 45% in Medicaid and 40% in Child Health Plus program visited a dentist. 

 
A major risk factor is tobacco use in children.  According to the 2002 New York State 
Youth Tobacco Survey (3), the current use of cigarettes among middle school and high 
school students is approximately 6.7% and 21% respectively. Among high school 
students, the current use of cigarettes for white, black and Hispanic students was 23.3%, 
11.9% and 18.3% respectively. 
 
Childcare:  In New York, more than half of mothers with children younger than age 13 
are employed.  Childcare is a major issue for working families.  Each family needs to 
decide who will care for their children while they work and, for their peace of mind, needs 
to feel comfortable that their child is safely cared for in a supportive, nurturing 
environment. 
 
In June 2004, the Urban Institute released a report entitled, “State Profile of New York:  
Data from the 2002 National Survey of America’s Families”.  According to the report, 
among NYS full-time employed mothers with children under 5, 35.8 percent of the 
children spend about 35 hours per week in nonparental care.  Nationwide the figure is 38 
percent.  In NYS, center-based care accounts for 24.5 percent of the arrangements for 
kids under 5 years of age.  Other arrangements are Family Childcare (12.6%), Relative 
(24.7), babysitter/nanny (7.4%) and parent/other (31.0%).  On the average, working 
families who pay for childcare spend one out of every ten dollars they earn on childcare.   
 
The 2000 US Census provided further information.  According to the Census, 55.8% of 
children under age 6 have both parents working; 65.5% of children 6 to 17 years of age 
have both parents working.  An estimated 139,135 of 496,212 grandparents with their 
own grandchildren under age 18 in the home are responsible for their grandchildren.  
About 83,802 of those children are under age 5; about 55,333 are over age 5.  
 
The growing use of self-care for children is of great concern. Self-care means that an 
adult does not directly supervise children.  The uses of self-case increases as children 
grow older.  Almost 20% of 6- to 9-year olds whose moms are employed are in before- 
and/or after-school care, but less than 10% of 10- to 12-year olds are in such programs.  
Fewer than 10% of 6- to 9-year olds spend any time in self-care on a regular basis, 
compared to more than 25% of the 10- to 12-year olds.   
  
The Office of Children and Family Services (OCFS), who licenses and regulates these 
facilities in this State, reports in 1999 there are a total of 28,208 licensed facilities in the 
State, providing day care to 556,783 children, when they are at capacity.  Of these 
facilities, 15,970 (56.6% of the total facilities) are located in New York City, serving 
299,120 children (53.7% of all children served).  It is important to keep in mind that 
these data reflect only licensed facilities, and not more informal arrangements.   
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Figure 32.  NYS Capacity by Types 
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There are currently over 100 trained Childcare Health Consultants across the State.  
These consultants are mostly public health nurses or public health educators who work for 
local health departments.  Training will take place in the western portion of the state 
within the next few months, which is projected to increase the number of Childcare Health 
Consultants in that area.   
 
A total of 49,473 New York children participated in the Federal Head Start program in FFY 
2003, up from 45,608 in FFY 1998, 45,040 in FFY 1999, and 46,805 in 2000.   
 
According to the NYS Department of Labor, salaries for child care workers in New York 
State in 2004 ranged from an average annual income of $15,110 for entry level workers 
to $24,920 per year for experienced workers. The average earnings were $21,650 
annually.  This is an improvement in wages from 1998, when the average annual income 
of a childcare worker in New York was $16,890.   
 
Young Children of Migrant and Seasonal Farmworkers - The Agri-Business Child 
Development in 2004 released a Needs Assessment of the children and families enrolled 
in their migrant and seasonal Head Start Program.  Family needs included: 
• Child care for school-aged children who are over the age for services of Head Start; 
• Assistance with transition to public school;   
• English as a Second Language (ESL) and high school equivalency diploma (GED) 

classes;  
• Help with overcoming barriers to enrolling and utilizing insurance; 
• Help with successfully completing follow-up services for children referred to dental 

care and to specialists, given the short timeframe during which the family remains in 
any given area; 

• Access to bi-lingual, bi-cultural mental health providers and removing the stigma of 
using mental health services; and  

• Assistance with enabling services, such as transportation and translation.   
 
Many parents felt it was critical that children speak English prior to entering kindergarten. 
Parents also link their success with English to greater economic success for themselves 
and their families.  Less than 2 percent of the parents of the Head Start children have a 
high school diploma or its equivalent.  They state that onsite childcare is a significant 
factor in whether they are able to take part in ESL or GED classes.   
 
With regard to health and dental services, parents reported that sometimes their 
coverage lapses.  They point out sometimes, due to the nature of their employment and 
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the time it takes to process applications, their applications or re-applications are pending 
in one areas when they move on to other areas of the state.  Families also reported being 
confused by HIPPA paperwork.  The Head Start Program is working diligently with their 
community partners and state agencies (such as the Migrant Health Program) to 
overcome the lack of Spanish language materials and translators, and to improve access 
throughout the state for migrant children and their families.   
 
Ambulatory Care Sensitive Conditions:  Conditions are considered “ambulatory care 
sensitive” if early care and treatment make hospitalization avoidable.  Two conditions 
often tracked as ambulatory care sensitive are asthma and otitis media (middle ear 
infection).   
 
Asthma Hospitalizations:  Since 1995, asthma hospitalization rates for children aged 
birth to four years have declined 26 percent to 67.3 per 100,000 in 2004.  Most of the 
reduction, however, occurred by the year 2000 when asthma hospitalizations for this age 
group were at their lowest level (68.4/100,000).  Between 2001 and 2004, the rate 
fluctuated slightly in both directions and is now just above the 2000 rate. 
 
Asthma hospitalizations continue to be almost 3 times more frequent in New York City 
than in the rest of the State.  Both areas experienced a decline in hospitalizations 
between 2003 and 2004. 
 

Figure 34. Asthma Hospital Discharge Rates (Ages 0-4) per 10,000
New York State, New York City and Rest of State
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When looking at asthma hospitalizations by age and gender an interesting pattern exists.  
At ages under 15 males have a higher rate of hospitalization.  However, after age 15 
females account for a higher percentage of asthma hospitalizations.  This is especially 
significant for women during child bearing years because asthma can cause complications 
during pregnancy and must be monitored closely. 
 

Table 36. 

Current Asthma Prevalence by Gender and Age
New York State, 2003
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Table 35. Average Annual Asthma Hospitalization Rate Per 10,000 Residents 
by Age and Gender, New York State, 2002-2004
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Recently, 2003 data from the National Asthma Survey for New York State became 
available.  At ages 0-4, 8.4 percent males and 4.9 percent of females reported they had 
been diagnosed with asthma.  Among males ages 5-9, 11.9 percent reported being 
diagnosed with asthma compared to 6.8 percent of the females.  Interestingly, at ages 
15-17 the percent of males with asthma dropped to 8.6 percent while the females 
increased to 8.0 percent. 
 
 

Table 16. National Asthma Survey 
Children ages Birth through 17 

New York State - 2003 
Children <18 years Percent with Asthma 
Total 8.4% 

Gender   
 Male 
 Female 

 
9.8% 
6.9% 

Race/Ethnicity 
 White             
 Black                   
 Hispanic                        

 
7.3% 
10.0% 
10.9% 

Household Income  
 <$10,000 

$10,000-$14,999  
$15,000-$19,999 
$20,000-$29,999 
$30,000-$39,999   

 $40,000-$49,999   
 $50,000-$74,999    

$75,000-$99,999 
            $100,000+ 

 
11.5% 
12.2% 
7.5% 
8.7% 
10.6% 
9.2% 
9.4% 
8.1% 
6.1%   

 
In 2003, asthma in New York State among children less than 18 was more prevalent 
among blacks and Hispanics and children living in homes with incomes below $15,000 per 
year. 
 
Otitis Media Hospitalizations:  Otitis media hospitalizations have declined over the past 
ten years.  In 2004, 4.4 per 10,000 children aged birth to four were hospitalized for otitis 
media.  This is down 69% from 1995 when the rate was 14.4 per 10,000.  A significant 
difference in rates exists between New York City and the rest of the State.  Rates in New 
York City declined 74% from a high of 23.6 per 10,000 in 1995 to 6.1 per 10,000 in 2004.  
The rest of the State also experienced significant declines, although the rates are much 
lower.  
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Otitis Media Hospital Discharge Rates (Ages 0-4) per 10,000
New York State, New York City and Rest of State
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Childhood Lead Poisoning:  Progress continues to be made in protecting New York’s 
children from lead poisoning.  Childhood lead poisoning is a serious health problem that 
can have a devastating effect on the child, and that has serious repercussions for society 
as a whole.  Human interaction with lead in the environment is most dangerous for 
children under the age of six.  Exposure to even small amounts of lead can contribute to 
behavior problems, learning disabilities and lowered intelligence.  Screening and prompt 
and effective intervention have been shown to prevent some of the more advanced effects 
of lead poisoning, such as seizures and severe kidney and nervous system damage.   

 
Provisional data not yet released from the New York State Department of Health 
Childhood Lead Poisoning Prevention Program, exclusive of New York City for the years 
2002-2003 showed that:  

 
• The incidence and prevalence of lead poisoning in the period 2002-2003 declined 

across all categories and all blood lead levels, and screening rates continued to 
improve. 

• The number of children newly identified with lead poisoning, defined as children with 
blood lead levels of 10 micrograms per deciliter or higher, declined.  

• In 2003, the incidence rate declined to 1.57 from a 2002 incidence rate of 1.67. In 
2002, the prevalence rate of children with levels of 10 micrograms per deciliter or 
greater was 2.6%.  In 2003, the prevalence rate decreased to 2.5%.  

• The number of  children with higher blood lead levels requiring environmental 
intervention, defined as 20 micrograms per deciliter or higher, was stable over this 
period as expected, leveling off of the dramatic declines experienced in previous 
years.  While total number of children declined an additional 4% over the two years 
studied from 440 in 2002 to 422 in 2003, incidence rates remained stable at 0.23 per 
100 children screened.  

Figure 37. 
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• New York’s lead screening rate remained at a high level.  Analysis of screening rates 
for the 2000-2001 birth cohorts of children under age two shows New York’s screening 
rates have increased from 66.6% in children born in 2000 to 67.6% for children born 
in 2001.   

• The screening rate for those children enrolled in Medicaid managed care was higher 
than for the rate for the state as a whole. Seventy-six percent of children enrolled in 
Medicaid managed care programs were screened for blood lead in New York State. 

• New York City reported a similar decline in new childhood lead poisoning cases.  The 
New York City Department of Health recently released 2003 annual report showed 
stable incidence of childhood lead poisoning over the period from 2002 to 2003.  The 
number of new cases of children from birth through seventeen years of age with 
elevated blood leads of ten micrograms per deciliter or higher declined.  In 2003 the 
incidence rate declined to 1.10 from a 2002 incidence rate of 1.29. The number of 
children with higher blood lead levels requiring environmental intervention, defined as 
20 micrograms per deciliter or higher, remained stable from 520 cases in 2002 to 519 
cases in 2003.  Due to differences in methodology, these data cannot be directly 
compared to those figures for the rest of the State. 

 
Universal Newborn Hearing Screening:  Since the passage of legislation mandating 
the screening of all newborns for hearing deficits, the percentage of newborns screened 
before hospital discharge has steadily risen.  New York conducted a pilot program from 
1996 to 1999 that included all regional perinatal centers and high-risk nurseries in the 
State, which provided a strong foundation for launching universal screening.   
 

Figure 38.  Infants Screened for Hearing Loss
Prior to Hospital Discharge 1996 - 2004
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Table 17.  Infants Screened for Hearing Loss Prior to Hospital Discharge 
As a Percentage of Total Births 

Source:  NYS Early Intervention Program 
Year> 1996 1997 1998 1999 2000 2001 2002 2003 2004 

Infants screened 28,215 26,697 27,063 26,578 41,355 156,000 231,123 227,848 240,577 

Total Births 258,897 257,567 257,748 260,571 258,449 255,529 250,434 236,259 240,921 

Percent screened 10.9% 10.4% 10.5% 10.2% 16% 61% 92% 96.4% 99.9% 
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It is also significant to note that the age at referral of children with hearing loss to the 
statewide Early Intervention Program decreased from 12.65 months in 2000-01 (prior to 
implementation of newborn hearing screening regulations) to 4.14 months in the 2002-03 
and 4.04 months in 2004. 
 
Tuberculosis:  New York State reported a decrease in the number of tuberculosis cases 
in 2004 as compared to 2003.  Statewide in 2004, 1,363 cases were reported, with 1,039 
cases in New York City and 363 cases in the rest of the State.   
 
In New York City, there were 101 fewer cases reported in 2004 as compared to 2003. In 
New York State outside of New York City, there were 24 fewer cases.  Approximately half 
of all the cases outside New York City are from three counties: Nassau, Suffolk, and 
Westchester, while the remainder of the cases is distributed throughout the State, 
especially in areas with large foreign-born populations.  In a recent report issued by CDC, 
New York State led the nation in reducing the number of cases reported in 2002 
compared to 1992. Over the 11-year period, the number of cases in New York State 
declined 68.6 percent, a rate of decline over 22 percent better than the next ranking 
state, among states reporting 500 or more cases annually. 
 
Childhood Immunization Levels and Vaccine Preventable Diseases: Childhood 
immunization has had a major effect on reducing and eliminating some important causes 
of illness and death among children.  Monitoring immunization levels is one of the key 
strategies that will increase immunization rates in under-immunized populations, and 
helps the Department to evaluate current public health strategies to increase 
immunization rates.   

There has been very little change in incidence of vaccine-preventable illness between 
1999 and 2001, with the exception of Hepatitis B.  The increase in Hepatitis B cases was 
primarily among New York City residents.  Between 1999 and 2000, the number of cases 
in NYC increased by 254 to a total of 529. In 2001 and 2002 NYC reported 673 and 727 
cases of Hepatitis B.  In 2003, however, this trend was reversed when 204 cases of 
hepatitis B were reported in NYC.  In 2004 there were 255 cases of Hepatitis B statewide 
and 163 in New York City.  The statewide rate has declined form the 2001 high of 
4.4/100,000 to the 2004 rate of 1.3 per 100,000 population.   

Similar to the nation, in 2003 and 2004 there was a significant increase in the number of 
pertussis cases reported in New York State. The case rate went from 2.4/100,000 in 2002 
to 6.4/100,000 in 2003 and 11.3/100,000 in 2004. Several factors are probably 
responsible for this. First, the vaccine is 80-90% effective which leaves quite a few 
susceptible people.  In addition, the immunity from both disease and vaccine seems to 
wane over time, creating a susceptible cohort among adolescents and adults.  They get 
less sick than infants but provide a reservoir of infection. There has also been an 
increased awareness among physicians that has lead to increased testing using new more 
sensitive tests. It is likely that a the combination of these factors were responsible for the 
increased case rate with waning immunity being the most important.  It is now 
recommended that adolescents aged 11-18 receive further immunization against 
pertussis.  The US Food and Drug administration has approved two new vaccines for a 
booster immunization. 
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Table 18.  Cases of Vaccine-Preventable Disease 1996-2003  
Year 1998 1999 2000 2001 

 
2002  2003 2004 

Disease Cases Rate* Cases  Rate* Cases Rate* Cases Rate* Cases Rate* Cases Rate* Case Rate
Hep B 651 3.5 496 2.7 710 3.9 827 4.4 867 4.6 314 1.6 255 1.3 

HiB** 131 0.7 18 0.1 174 1.0 157 0.8 205 1.1 222 1.2 226 1.2 

Measles 4 --- 2 --- 10 0.1 4 0.0 91 --- 7 .04 5 0.0 
Mumps 157 0.8 0 --- 12 0.1 4 0.0 7 --- 15 0.1 26 0.1 
Pertussis 364 2.0 1020 5.5 385 2.1 175 1.6 447 2.4 1217 6.4 2165 11.3

*Rate is per 100,000  
**Hemophilus influenza B 
 
 
Childhood Immunization:  New York has surpassed the healthy People 2010 goal of 
80% for childhood immunization.  After declining from July 1998 – June of 2001 rates 
have improved for the past three years to a high of 83.3 percent of kids ages 19-35 that 
are fully immunized.  New York State’s rates have been consistently higher than the 
immunization rates nationally.   
 

 
*4:3:1:3:3 -Four or more doses of DTP, three or more doses of poliovirus vaccine, one or more doses of any MCV, three 
or more doses of Hib, and three or more doses of HepB. 
 
 
Onset of Sexual Activity: There is a relationship between age of sexual initiation, 
number of partners, frequency of sexual activity, history of sexual abuse, and a myriad of 
other risk factors particular to adolescents.   
 
In New York State, the 2005 Youth Risk Behavior Survey (YRBS) found the percentage of 
teens that have experienced sexual intercourse increases with age, from 31.7% of ninth 
graders to 62.2% of 12th graders.  Although these numbers are cause for great concern, 
they are comparable to the national average of 30.2% of ninth graders and 56.4% of 12th 
graders.  Of New York students responding, 5.8% reported having had sexual intercourse 
for the first time before the age of 13, compared to seven percent nationally; 29.2% of 
New York State high school students describe themselves as currently sexually active, 
compared to 33% nationally.   
 

Figure 39.  Vaccination Coverage with 4:3:1:3:3* Among Children 
Ages 19-35 Months, New York State

Source:  National Immunization Survey
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Sexual Assault:  According to the U.S. Department of Justice, one of every six American 
women has been the victim of an attempted or completed rape in her life time.  About 44 
percent of rape victims are women under age 18.  Girls 15-19 are four times more likely 
than the general population to be victims of rape, attempted rape or sexual assault 
(Making the Grade on Women’s Health:  A National and State-by-State Report Card, 2004 
–Fact Sheet: the Health of Teenagers, www.nwlc.org). 
 
According to the 2005 New York State Youth Risk Behavior Survey, one out of every 10 
female 12th grade high school students reported that they have been forced to have sex 
when they didn’t want to in their lifetime. 
 
 
 

Percent of Female High School Students who were Physically Force to 
Have Sexual Intercourse When They Did Not Want To

New York State, 2003-2005 
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Source: Youth Risk Behavior Survey – 2003, 2004 
 
 
The Youth Risk Behavior Survey also asked students about physical abuse.  Eight percent 
of New York high school students reported they were physically hurt by a girlfriend or 
boyfriend in the past 12 months.  Rates were highest among Black females and both male 
and female Hispanics. White and Asian males were more likely to report physical abuse by 
a girlfriend or boyfriend as compared to their female counterparts.  
 

Figure 40.
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Percent of High School Students Who, During the Past 12 Months, Were 
Physically Hurt by a Girlfriend or Boyfriend by Sex and Race 

 New York State, 2005
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Source: Youth Risk Behavior Survey – 2005 
 
 
Self-Injurious Behavior:  Self injury is a behavior among adolescents and young adults 
that some believe is increasing. Self injurious behavior includes activities such as cutting, 
scratching, burning or using any method of harming oneself with the purpose of causing 
injury without intending to commit suicide.  Recently, a study on this topic was published 
in Pediatrics, Volume 117, Number 5, June 2006.    
 
The study was conducted at two northeastern colleges as an on-line mental health survey.  
According to this study, 17 percent of the college students surveyed indicated they 
engaged in self harming behavior at some time during their lifetime.  Among those, 75% 
indicated they had done it more than once.  The researchers compared the repeat- 
abusers to the non-abusers and found that the repeat self injurers were more likely to be 
female, bisexual or questioning their sexual orientation.  They were also more likely to 
have a history of sexual or emotional abuse and to have ever considered or attempted 
suicide.  Of the students reporting abuse, 37 percent said no one else knew of their 
behavior and only 3.3 percent reported that a physician knew about the behavior.  This is 
of concern because it makes it difficult to provide treatment for these young people.  
Some researchers suggest that this behavior is used as coping method for stress. 
 

Figure 41.
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Contraceptive Use: There is often a significant period of time between initiation of 
sexual intercourse and the choice and utilization of an effective method of contraception.  
According to the 2005 YRBS:  
  
• The percentage of New York teens reporting condom use during their last sexual 

intercourse was 70.7% in 2005, up from 62% on the 1999 survey and 70.4% in the 
2003 survey.  Nationally, the rate was 58%.  

• New York State adolescent males reported higher use of condoms during their last 
sexual intercourse than do adolescent females – 75.9% of adolescent males 
(compared to 67.9% in 1999 and 77.1 in 2003) and 66.3% of adolescent females 
(compared to 56.3% in the 1999 survey and 64% in the 2003 survey) reported using 
condoms during their last intercourse. Nationally, 65.5% of adolescent males and 
51.3% of adolescent females reported condom use on last intercourse.  

• In New York State, 13.8% of high school students (compared to 18.2% nationally) 
reported using birth control pills during their last sexual intercourse.   

• 23.4% of the adolescent males responding to the survey and 14.6% of adolescent 
females who responded reported alcohol or drug use at last sexual intercourse. 
Nationally the figures were 27.6% and 19.0%, respectively.  Use of alcohol is 
generally associated with reduced inhibitions and has a negative statistical correlation 
with effective use of contraceptives.   

Sexually Transmitted Diseases: Unprotected, high-risk sexual behavior places 
individuals at risk for sexually transmitted diseases and HIV.  If undiagnosed and 
untreated, there can be lifelong consequences, including infertility and death.  Genital 
sores caused by syphilis make it easier to transmit and acquire HIV infection sexually. 
There is an estimated 2- to 5-fold increased risk of acquiring HIV infection when syphilis is 
present.  

In 2004, there were 1475 cases of early stage syphilis in New York State, down from 
1596 cases in 2003.  The bulk of the cases were in New York City and among males.  
Between 2003 and 2004, among both males and females in New York City, case rates 
went down.  In Upstate, there was a small increase in the number of cases and the rates 
per 10,000 among both males and females.  Still, the bulk of the cases are among 
residents of New York City (89%). 
 
There were 18,549 reported cases of gonorrhea in New York State in 2004. This was 
down from 21,895 cases in 2003. Both New York City and Upstate, NY reported a reduced 
number of cases as compared to 2003.   The Gonorrhea case rate for New York City 
residents (168.2) was more than double the rate for Upstate residents (77.4).   Females 
accounted for 52% of all cases. 
 
Among women aged 15-19 the case rate was 509.5 per 100,000. Among males in this 
age group the case rate was less than half the female rate (208.1 per 100,000).  Among 
20-44 year olds, males experienced the higher case rate (196.0 vs. 166.1).   
 
Chlamydia cases in New York State have been increasing since data collection began in 
2000.  Chlamydia is the most frequently reported bacterial sexually transmitted disease in 
the United States.  In New York State in 2004, there were 58,820 cases reported, 2,396 
more than were reported in 2003.  Slightly more than half of these cases were among 
New York City Residents.  Persons at highest risk for Chlamydia are teenage girls.   
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Because the cervix of teenage girls and young women is not fully matured, they are at 
particularly high risk for infection if sexually active.  Twenty-eight percent of reported 
Chlamydia cases were among young girls aged 15-19.  The case rate for 15- to 19-year- 
old girls in New York City was 3,454.5 per 100,000 and in Upstate, 2,085.2 per 100,000.  
Males in this age group had much lower case rates, 547.1/100,000 in New York City and 
389.3/100,000 in Upstate, NY.  

Table 19.  
Early Syphilis by Age and Sex 

New York State, New York City And Rest of State 
2003 - 2004 

NY City Upstate Total State  
2003 

 No. Cases Rate No. Cases Rate No. Cases Rate 
Female 
15-19 22 8.8 3 0.8 25 4.0 
20-44 145 8.7 19 1.0 164 4.6 
Total 199 4.7 23 0.4 222 2.3 
Male 
15-19 32 12.3 2 0.5 34 5.1 
20-44 1047 67.1 73 3.7 1120 32.1 
Total 1283 33.9 91 1.7 1374 15.0 
       

NY City Upstate Total State 
2004 

 No. Cases Rate No. Cases Rate No. Cases Rate 
Female 
15-19     6 2.4 1 0.3     7 1.1 
20-44 105 6.3 16 0.8 121 3.4 
Total 128 3.0 25 0.4 153 1.6 
Male 
15-19      23 8.8      5 1.3      28 4.2 
20-44    989 63.4 113 5.9  1102 31.6 
Total 1,174 31.0 148 2.8 1,322 14.5 

 
Table 20. 

Gonorrhea 
New York State, New York City And Rest of State 

2003-2004 
New York City Upstate Total State 

2003 
 No. Cases Rate No. Cases Rate No. Cases Rate 

Female       

15-19 2032 811.1 1702 465.5 3734 596.6 
20-44 4302 258.9 2602 135.1 6904 192.4 
Total 6691 158.4 4522 80.5 11213 114.1 
Male 
15-19 842 322.6 712 182.5 1554 234.9 
20-44 5377 344.7 2978 154.4 8355 239.5 
Total       
       

NY City Upstate Total State 
2004 

 No. Cases Rate No. Cases Rate No. Cases Rate 

Female 

15-19 1,723 687.8 1,466 400.9 3,189 509.5 

20-44 3,523 212.1 2,437 126.5 5,960 166.1 

Total 5,544 131.2 4,097 72.9 9,641 98.1 

Male 

15-19 739 283.1 638 163.5 1377 208.1 

20-44 4,167 267.2 2,670 138.5 6,837 196.0 

Total 5286 139.7 3622 67.7 8908 97.4 
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Table 21.  

Chlamydia 
New York State, New York City And Rest of State 

2003-2004 
NY City Upstate Total State  

2003  No. Cases Rate No. Cases Rate No. Cases Rate 

Female 

15-19 8917 3559.5 6893 1885.1 15810 2525.9 

20-44 17129 1031.0 9013 467.8 26142 728.6 

Total 27173 643.3 16418 292.2 43591 443.5 

Male 

15-19 1280 490.4 1277 327.3 2557 386.5 

20-44 5754 368.9 4003 207.6 9757 279.7 

Total 7397 195.5 5436 101.6 12833 140.3 

       
NY City Upstate Total State  

2004  No. Cases Rate No. Cases Rate No. Cases Rate 

Female 

15-19 8,654 3,454.5 7,625 2085.2 16,279 2600.8 

20-44 16,645 1001.9 10,179 528.3 26,824 747.6 

Total 26,398 624.9 18,404 327.6 44,802 455.8 

Male 

15-19 1,428 547.1 1,519 389.3 2,947 445.4 

20-44 5,895 377.9 4,587 237.9 10,482 300.5 

Total 7,703 203.6 6,315 118.0 14,018 153.3 

 
 
HIV/AIDS case rates appear on page 91.   
 
Other Youth Risk Behavior: The 2005 Youth Risk Behavior Survey offers a great deal of 
information about high school students across the State.  A summary of these data 
follows: 
 
Risk for Unintentional Injuries - According to the survey, more than four out of five 
(81%) students who rode bicycles in the past 12 months reported they never or rarely 
wore a bike helmet.  Students at highest risk were older (85% of seniors vs. 81.5% for 
ninth graders), and New York City students were less likely to wear helmets (90%) than 
those in the rest of the State (76.2%). 
 
10.6% reported on the survey that they never or rarely wore seatbelts when in a car 
driven by someone else.  23% reported this behavior in 1997. 
 
20% of the high school students responding reported they rode in a car with someone 
who had been drinking alcohol.  5.8% reported they had driven a car or other vehicle 
when drinking alcohol; males were more likely to report doing so than females (7.0% vs. 
4.6%). 
 
Motor Vehicle Crashes - Statistics compiled by the New York State Department of Motor 
Vehicles and the Governor’s Traffic Safety Commission showed a continued decline in the 
rate of fatal crashes.  The data, compiled by the Traffic Safety Management and Research, 
which showed a rate of 1.1 deaths per 100 million vehicle miles traveled is the safest year 
since 1920, when records began.  In 2002, there were 1,390 fatal crashes and 1,509 
deaths on New York’s roads.  In 2003, there were 1,351 fatal crashes and 1,477 people 



II.  Needs Assessment  Page 86  
New York State Title V Application FFY 2007  
                                                                                                             

 

killed on New York’s roadways.  Raymond P. Martinez, Commissioner for the New York 
State Department of Motor Vehicles, attributes the low rates to public education and 
enforcement of the state’s stringent traffic laws.   
 
The study also found: 
• The 2003 rate of 13 deaths per 100,000 licensed drivers to mark the safest year on 

record. 
• The rate of deaths per 100,000 population was 7.7. 
• Vehicle occupant fatalities were down more than 4.2% from 2002. 
• The number of fatal crashes in New York State has declined by over 50% in the past 

three decades.   
   
Risk for Intentional Injuries - Males in New York were more than three times as likely 
to carry a weapon to school than females (22.2% vs. 6.2%).  
 
5.3% of students responding to the YRBS reported that they had missed school because 
they felt unsafe at school or on the way to school, females at the rate of 5% and males at 
the rate of 5.7%. 
 
7.2% of students reported being threatened or injured with a weapon while on school 
property.  More males were threatened than females (9.9% vs.4.5%).  Ninth graders 
were more likely to be threatened or injured than seniors (10.3% vs. 9.8%). 
 
About a third of the students (32.1%) reported participating in a physical fight.  Ninth 
graders were again more likely to report this behavior than seniors (39.6% vs. 21.3%).  
8.2% of students reported being slapped or being physically hurt by a boyfriend or 
girlfriend. 8% of females and 4.1% of males reported being forced to have sexual 
intercourse when it was not wanted.  By 12th grade, one out of ten female high school 
students report being forced to have sex. 
 
27.3% (almost a third) of students reported feeling sad or hopeless almost every day for 
two weeks or more.  The rate for females (35.3%) was higher than for males (19.3%). 
14.4% of students seriously considered attempting suicide.  Females were more likely to 
have considered this than males (18.9% vs. 9.8%).  10.2% of students actually made a 
plan for how they would attempt suicide.   7.1% reported attempting suicide one or more 
times.  Females attempted at a higher rate than males (8.7% vs. 5.3%). 1.8% needed 
medical care. 
 
Youth Tobacco Use - The Youth Tobacco Survey (YTS) is administered in New York 
State on a biannual basis to students in sixth through twelfth grades.  The YTS estimates 
tobacco use, exposure to environmental tobacco smoke, knowledge and attitudes about 
tobacco, access to tobacco products by minors, counter-marketing and tobacco cessation 
in middle and high school students.  The results of the 2000, 2002 and 2004 YTS show 
important declines in youth tobacco use.  Among New York State middle school students, 
current use of tobacco declined from 10.5% in 2000 to 5.4% in 2004. High school 
students had a decline in current use (from 27.1% to 18.6%), frequent use (from 14.3% 
to 9.1%) and ever use (61.7% to 48.5%).  
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Table 42. Middle & High School Ever, Current, & Frequent Use of 
Cigarettes

Source:  NYS Youth Tobacco Survey, 2000, 2002 and 2004
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The Youth Behavioral Risk Survey (YRBS) also queries students about smoking.  47.3 
percent of students participating in the Youth Risk Behavior Survey in New York in 2005 
reported they had tried smoking, compared to 51.2 percent in 2003.  11.2 percent 
reported smoking a whole cigarette before the age of 13.  16.2 percent reported smoking 
one or more cigarettes in the last 30 days.  6.3 percent smoke cigarettes on 20 of the last 
30 days. Twenty percent of students under age 18 reported they were able to purchase 
cigarettes.   14.7 percent of males and 4.5 percent of females reported smoking cigars, 
cigarillos, or little cigars.  54.2 percent of students who were current smokers tried to quit 
during the past 12 months. 
 
Youth Alcohol and Substance Use - Of respondents to the 2005 YRBS, 75.9 percent of 
all students had at least one drink of alcohol on one or more days of their lives; 25.1 
percent had their first drink before age 13.  In 2003, those data were at 74.2 percent and 
27.0 percent, respectively.  43.4 percent of 2005 respondents had at least one drink of 
alcohol in the last 30 days, compared to 44.2 percent on the 2003 survey.  26.2 percent 
of males and 21.4 percent of females reported in 2005 that they had five or more drinks 
of alcohol in a row on one or more days in the last 30 days.  This compares to 27.5 and 
23.0 for males and females, respectively, in 2003.   
 
The use of drugs other than alcohol was consistently higher for males than for females.  
The 2005 survey found: 
 
• 34.7% of students reported they had tried marijuana, compared to 37.1% in 2003; 
• 18.3% used marijuana one or more times in the last 30 days, compared to 20.7% in 

2003; 
• 5.1% of students reported using cocaine, compared to 6.1% in 2003; 
•  8.6% of students reported they had sniffed glue or breathed the contents of aerosol 

cans to get high, compared to 10.1% in 2003; and  
• 3.3% reported using methamphetamines, compared to 4.7% in 2003. 
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A recent study published in the American Journal of Public Health found that high school 
students who were exposed to the World Trade Center attacks in New York City on 
September 11th, 2001, were more likely to be drinking alcohol six months later.  
Researchers found that, of the 2,731 students surveyed, almost 11 percent reported that 
their drinking increased after the event.  White students in the study were more likely to 
report an increase in drinking than African American or Hispanic students.  Findings suggest 
that youth may need to be targeted for large-scale substance-use interventions after 
disasters.   

 
Sudden Infant Death Syndrome: The table below illustrates the relationship between 
occurrence of SIDS deaths as a subset of total infant and post-neonatal deaths.  The table 
also contains PRAMS Survey responses indicating mothers who reported putting their 
infants to sleep on their backs.  It is widely believed that changing infant sleep position to 
backs only has greatly reduced the SIDS rate from 0.8 per 100,000 population in 1995 to 
0.1 per 100,000 in 2004.  Total SIDS deaths in New York State declined from 50 in 2003 to 
22 in 2004.  They now account for only about 5 percent of post-neonatal deaths.  In 1996, 
SIDS was the cause of death for 25 percent of these deaths. 

 
Table 22.  Proportion of Post-Neonatal Deaths that Are SIDS, % Moms Reporting Back-to-Sleep 

1995 - 2002 
Year 1996 1997 1998 1999 2000 2001 2002 2003 2004 

All deaths < 1 Year 1829 1728 1607 1571 1436 1450 1489 1450 1503 

Post-neonatal deaths 570 520 467 478 443 447 436 458 445 

SIDS deaths 146 118 100 74 74 74 57 50 22 

% SIDS of Post-Neonatal 
Deaths 

25.6% 22.6% 21.4% 15.5% 16.7% 16.6% 13.1% 10.9  4.9% 

% PRAMS Moms responding 
that they put their infants on 
their back to sleep 

34.5% 45.2% 53.0% 56.7% 63.4%  68.0% 65.8% 69.0 DNA* 

*DNA = Data Not Available. 
 
 
Shaken Baby Syndrome:  In the United States there are approximately 1,000 to 3,000 
cases of Shaken Baby Syndrome annually and that one in four shaken babies dies of their 
injuries.  In New York alone, there are approximately 30 shaken baby cases per year.  
Shaken Baby Syndrome accounts for 10 to 12 percent of all deaths due to neglect.  Close to 
70 percent of victims are male; over 80% of the perpetrators are males in their twenties.  
Female perpetrators tend to be caregivers other than the baby’s mother.  The average age 
of victims is between 3 and 8 months.  One third of all victims lived in New York City.   
 

Table 23.  Shaken Baby Syndrome Hospitalizations 
Period Hospitalizations 
October 1996-December 1997 42 -   

83% with Traumatic Brain Injury/ 
17% died while in the hospital.   

2002 32 
2003 32 
2004 25 
2001-2004 89 Total/Averages 30 cases per year 
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Homicide and Major Crime/New York City:  The New York City Police Department 
reported that the 2005 homicide rate in New York City showed a decline of 76.1% since 
1990.  Overall, major crime in New York City, including robbery and assault, was down 
approximately 67% in the same time period.  Subway crime was down 5%. 
 
Overall Crime Rates:  Crime in New York is at its lowest level since standardized crime 
reporting was started nearly 40 years ago.  Data from the FBI’s 2004 crime statistics places 
New York sixth safest in the nation among all states and first safest in the nation amid large 
states.  Data from 2004 shows crime dropping for the eleventh consecutive year.  Rates per 
100,000 for violent crimes (murder, rape, robbery and aggravated assault) dropped 5.2 
percent in New York, compared to a 2.0 percent drop nationwide.   
 
Leading Causes of Death:  The leading causes of death for children, birth-to-19-years in 
2004 for New York State, New York City, and the rest of the state are reflected on the table 
that follows.   
 
The table shows: 
 
• More than half of the infant deaths in the state are caused by conditions arising in the 

perinatal period.  
 
• Among children aged one through nine, unintentional injury is the most likely cause of 

death in both New York City (17.4%) and New York State-excluding NYC (30.2%). In 
New York State-excluding NYC, homicide and legal intervention remains in the top five 
causes of death for this age group. 

 
• Among children aged one through nine, cancer, congenital anomalies and heart 

disease are important contributors to the child death rate.   
 
• Unintentional injuries are the leading cause of death among children ages 10 to 19 

years of age in New York State – excluding New York City (45.5%), but in New York 
City, the category of homicide and legal intervention is the leading cause of death 
(22.5%). 

 
• Suicide is the third leading cause of death among New York State 10- to 19-year-olds. 

Suicide accounts for 9.9% of deaths in this age group, and when New York City is 
excluded, it represents 10.2% of deaths in the rest of the state.  The lower death rate 
in New York City may be reflective of better access to mental health services and 
emergency care.    
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Table 24.  LEADING CAUSES OF DEATH, 2004 

FOR CHILDREN BIRTH TO AGE 19 YEARS 
New York State Children 

All Ages Under Age 1 
Cause Number Percent Cause Number  Percent 
All Causes 151,343 100 All Causes 1,500 100 
Diseases of the heart 52,079 34.4 Cond Orig in Perinatal Period 853 56.9 
Malignant Neoplasms 35,829 23.7 Congenital Anomalies 263 17.5 
Cerebrovascular disease 6,852 4.5 Diseases of the Heart 24 1.6 
CLRD 6,735 4.5 SIDS 20 1.3 
Pneumonia 5,610 3.7 Unintentional Injuries 16 1.1 

Ages 1 – 9 Years Ages 10 – 19 Years 
Cause Number Percent Cause Number  Percent 
All Causes 360 100 All Causes 790 100 
Unintentional Injuries 88 24.4 Unintentional Injuries 284 35.9 
Malignant Neoplasms 58 16.1 Homicide & Legal Intervention 104 13.2 
Congenital Anomolies 48 13.3 Suicide 78 9.9 
Homicide and legal intervention 17 4.7 Malignant Neoplasms 69 8.7 
Diseases of the Heart 11 3.1 Congenital Anomalies 24 3.0 

New York State – Exclusive of New York City 
All Ages Under Age 1 

Cause Number Percent Cause Number  Percent 
All Causes 95,306 100 All Causes 780 100 
Diseases of the Heart 29,657 31.1 Cond Orig in Perinatal Period 434 55.6 
Malignant Neoplasms 23,188 24.3 Congenital Anomalies 135 17.3 
CLRD 5,037 5.3 Diseases of the Heart 13 1.7 
Cerebrovascular disease 5,031 5.3 SIDS 9 1.2 
Unintentional Injuries 2,823 3.0 Unintentional Injuries 8 1.0 

Ages 1 – 9 Years Ages 10 – 19 Years 
Cause Number Percent Cause Number  Percent 
All Causes 199 100 All Causes 479 100 
Unintentional Injuries 60 30.2 Unintentional Injuries 218 45.5 
Malignant Neoplasms 32 16.1 Suicide 49 10.2 
Congenital Anomalies 24 12.1 Malignant Neoplasms 37 7.7 
Homicide and legal intervention 11 5.5 Homicide & Legal Intervention 34 7.1 
Diseases of the Heart 5 2.5 Diseases of the Heart 13 2.7 

New York City 
All Ages Under Age 1 

Cause Number Percent Cause Number  Percent 
All Causes 56,037 100 All Causes 720 100 
Diseases of the Heart 22,422 40.0 Cond Orig in Perinatal Period 419 58.2 
Malignant Neoplasms 12,641 22.6 Congenital Anomalies 128 17.8 
Pneumonia 2,944 5.3 SIDS 11 1.5 
Cerebrovascular disease 1,812 3.2 Diseases of the Heart 11 1.5 
Diabetes Mellitus 1,714 3.1 Pneumonia 10 1.4 

Ages 1 – 9 Years Ages 10 – 19 Years 
Cause Number Percent Cause Number  Percent 
All Causes 161 100 All Causes 311 100 
Unintentional Injuries 28 17.4 Homicide & Legal Intervention 70 22.5 
Malignant Neoplasms 26 16.1 Unintentional Injuries 66 21.2 
Congenital Anomalies 24 14.9 Malignant Neoplasms 32 10.3 
Diseases of the Heart 6 3.7 Suicide 29 9.3 
Pneumonia 6 3.7 Diseases of the Heart 11 3.5 
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AIDS Deaths:  Though the number of Annual AIDS deaths has declined dramatically over 
the period of the last 5 years, New York remains an epi-center for AIDS with more than 
18% of the total U.S. AIDS cases.  As of December 31, 2004, the rate of AIDS deaths per 
100,000 was 9.0, compared to 5.4* nationally.  The number of persons who are HIV-
infected in the State is estimated at 150,000.  As of December 2004, there were 37,558 
presumed living, HIV-only (not AIDS) cases confirmed and reported in New York State 
since the beginning of HIV reporting in June 2000. 
 
AIDS Cases:  As of December 2004, children under the age of 13 made up 1.4% of New 
York’s AIDS cases, while adolescents ages 13 – 19 made up 0.5%.  Approximately 51% of 
these cases were males and 49% were female.   Of those diagnosed in the young adult 
age group, a significant portion likely contracted the disease in adolescence.  In 1993, 
88% of the students responding to the Youth Risk Behavior Survey stated that they had 
ever been taught about HIV or AIDS.  On the 2001 YRBS, that percentage had increased 
to 91%, but on the 2003 YRBS was again at 88%.  In 2005, 89% reported being taught 
about HIV or AIDS.   
 
The breakdown of cumulative reported CDC-defined AIDS cases in the State compared to 
the US was as follows: 
 

Table 25.   Cumulative AIDS Cases Reported Through December 31, 2004 
New York State Data - Includes State Prison Inmates 

Source:  NYS Data From Data Set As Of 2/2/06 
AIDS 
Cases 

Total Male Female White Black Hispanic 
Asian/Pacific 

Islander 
Native 

American 
Other/ 

Unknown 
 
US* 
 

918,286 80.8% 19.2% 40.2% 39.8% 18.6% 0.8% 0.3% 0.3% 

 
NYS** 
 

164,005 74.7% 25.3% 25.9% 43.8% 29.2% 0.7% 0.1% 0.3% 

*The race/ethnicity data for national pediatric AIDS cases are based on CDC estimates rather than 
an actual case count. 
 
**In 2004 the Center for Disease Control and Prevention (CDC) completed the Interstate 
Duplication Evaluation Project (IDEP) in which all states were required to participate.  The purpose 
of the project was to identify duplicate cases of HIV/AIDS that have been reported to the National 
HIV/AIDS Surveillance System by two or more states and to assure that the cases are only counted 
once.  If a case was reported by two or more states, the earliest data of diagnosis was used to 
determine to which state the case was assigned.  CDC estimates that 30,000 of the AIDS cases in 
the national surveillance system were duplicates, representing less than 5% of the almost 1 million 
cases that have been reported to CDC over the history of the epidemic through 2002.  It is 
anticipated that this process will be conducted on an ongoing basis.  The percent of AIDS cases that 
were lost in NYS due to this process was approximately 3%.  Please note that this loss of AIDS 
cases will most likely not affect New York's Ryan White funding or other funding based on AIDS 
count.  This is because New York's estimated 3% loss in AIDS cases compares favorably with the 
average loss of cases for the nation, which was a little less than 5%. 
 
Infant Mortality: The infant mortality rate has declined by approximately 35% since 
1991.  For the first time in 1996, New York’s infant mortality rate was below the Healthy 
People 2000 goal of 7.0 per 1000 births.  In 1997 and 1998, the decline continued and 
infant mortality reached a low of 6.2 per 1000.  Between 1998 and 2000, however, the 
rate leveled off.  In 2000, the rate was at 6.3 per 1000.  In 2001, the rate again started 
to decline. The 2001 rate of 5.7 was the lowest NYS rate ever recorded. The rate 
increased slightly in both 2002 and 2003 to 6.0 per 1,000.   
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The rate remained at 6.0 per 1,000 in 2004.  The New York City rate was 6.1 and the 
Rest of State rate was 6.0 per 1,000 live births. The Healthy People 2010 goal is 4.5 per 
1000 live births.  Efforts to reduce infant mortality must continue and be reinforced in 
order to meet the Healthy People 2010 goal for the nation. 
 

 
 
New York City Department of Health Office of Vital Records tracks infant mortality on a 
neighborhood basis (Health Center Districts), but since the rates are based on relatively 
small numbers of infant deaths, they are subject to year-to-year fluctuations, which may 
represent random variations, and not significant trends.  From these data in 2004, infants 
born in the neighborhood with the highest infant mortality rate, namely Brownsville 
(Brooklyn) with a rate of 12.2 infant deaths per 1,000 live births, are six times as likely to 
die in their first year than infants from the neighborhood with the lowest rate, Kips Bay-
Yorkville (Manhattan) with a rate of 1.9 deaths per 1,000 live births.  The New York City 
infant mortality rate of 6.1 was based on a total of 760 deaths out of 124,099 live births.   
 
In a statewide analysis of infant deaths over the three years from 2000 to 2003, the 
counties with the lowest infant mortality rates were Putnam (1.1), Genesee (2.0) and 
Cortland (3.0). Rates were highest in Hamilton (14.7), Lewis (10.3) and Onondaga and 
Yates (10.2). 
 
Infant mortality rates have declined for all racial and ethic groups over the past decade.  
Specifically, since 1991, Black infant mortality rates have declined 31% (15.6 to 10.7), 
White infant mortality declined 22% (6.3 to 4.9) and Hispanic infant mortality declined 
18.6% (5.9 to 4.8).  Between 2003 and 2004, infant mortality was down slightly in the 
Black (10.9 to 10.7) and Hispanic (5.1 to 4.8) populations and increased slightly among 
whites (4.6 to 4.9).  
 

Figure 43.  Infant Mortality Rate
New York State, New York City and Rest of State  1989 - 2004
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Hispanics have continued to experience lower rates than blacks, and in 2004, have lower 
rates of infant mortality than the white population.  At 4.8 per 1,000, the rate for the 
Hispanic population is getting close to the Healthy People 2010 goal of 4.5 per 1,000 live 
births. 
 
 

 
Disparities:  Even though rates have been declining for all groups, Black infant mortality 
rates are still significantly higher than rates for both whites and Hispanics.  In 1990, the 
disparity between black and white rates peaked when the Black/White ratio for infant 
mortality reached 2.7, meaning there were 2.7 black infant deaths for every one white 
infant death.  The ratio was based on rates of 16.0 and 6.0, respectively.  Between 1991 
and 1997, the black/white ratio was reduced to 2.0.  It fluctuated slightly in both 
directions between 1998 and 2002.  In 2003, the ratio was up to 2.3 based on rates of 
10.9 and 4.6.  In 2004, however, the rate was reduced slightly to 2.2.   
 
 

Figure 45.  Ratio of Black to White Infant Mortality
1990, 1997 - 2004

Source:  Based on Vital Records Data
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Figure 44.  Infant Mortality Rate
New York State Residents by Race 1989 - 2004
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Neonatal Mortality: Trends in neonatal mortality mimic those of infant mortality.  
Between 1991 and 2001 neonatal mortality declined 37% to 4.0 per 1000 births.  Similar 
to infant mortality, the declines have leveled off in recent years and the rate increased 
slightly between 2003 and 2004 to 4.3 per 1,000 live births.  The New York City neonatal 
mortality rate at 4.1 in 2004 has been reduced by almost 50 percent since 1991, when it 
was 7.9 per 1,000 live births.  Rates have not declined as sharply in the Rest of State.  
Since 1991 the rate has declined by 14 percent to 4.4 per 1,000 live births in 2004.  In 
2000, New York City’s rate dropped below the rate for the Rest of State and has been 
either equal to or lower than the rate for the Rest of State since that time. 
 
While neonatal mortality rates among Black births have experienced the largest percent 
decline since 1991 (29%), as compared to Whites (14%) and Hispanics (11%), their rates 
remain the highest. In 2004, the Black neonatal death rate was 7.1 per 1,000 births, 
almost double the rate for Whites (3.6) and slightly more than double the rate for 
Hispanics (3.4).  The Black/White ratio was 2.0.  While still significant, it is an 
improvement over what existed in 1991 when the Black/White ratio was 2.3.  The lowest 
black/white ratio to date was 1.7 in 2002 when black neonatal mortality was at its lowest 
point (3.9/1,000).   
 
 

 
 
 
Hispanics continued to experience the lowest neonatal death rates.  The rate was at its 
lowest point in 2000 when it was 2.6 per 1,000 live births.  Between 2000 and 2004, 
however, the rate increased slightly all but one year. The 2004 rate of 3.4 per 1,000 live 
births is still lower than the rates for whites and blacks. 
 
 
 
 
 
 
 

Figure 46.  Neonatal Mortality Rate
New York State Residents by Region  1991 - 2004
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Post-Neonatal Mortality Rate: The post-neonatal mortality rate in New York State has 
also declined significantly.  Between 1991 and 2004, it declined 37.9% to 1.8 per 1000 
live births.  Declines have been seen in both New York City and the rest of the State.  In 
1999, there was no difference in the rates for the two areas.  Between 1999 and 2000 the 
rest of State rate dropped slightly to 1.7 while the New York City rose at 2.0 per 1000.  In 
2001 the statewide rate dropped to 1.7.  The entire decline was seen in NYC where the 
rate went to 1.6 in 2001 and from 2.0 in 2000.  The rest of the state rate rose slightly to 
1.9 per 1000.  In 2002 the rates remained at 2001 levels for all areas.  In 2003, there 
was a slight increase in the rate from 1.7 to 1.8 per 1,000 live births.  The rate remained 
at 1.8 per 1,000 live births in 2004 even though there was a slight decrease in both New 
York City (2.0 to 1.9) and the Rest of State (1.7 to 1.6).   
 

 

Figure 48.  Post-Neonatal Mortality
New York State Residents by Region 1991 - 2004
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Figure 47.  Neonatal Mortality Rate
NYS Residents by Race   1991 - 2004 
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The disparities in rates between Blacks and Whites that were seen in both infant and 
neonatal mortality rates are also seen here in post-neonatal mortality.  Between 2002 and 
2004, the disparity has grown even wider.  Post-neonatal mortality rates have increase 
among black births from 3.1 per 1,000 in 2002 to 3.7 in 2004.  Rates among white births 
have declined slightly from 1.4 in 2002 to 1.3 in 2004.  Based on post-neonatal death 
rates of 1.3 per 1000 among whites and 3.7 per 1000 among blacks, the Black/White 
ratio in 2004 was 2.8.  This was the highest black/white ratio since 1992 when it was also 
2.8.   
 

Figure 49.  Post-Neonatal Mortality Rate
New York State Resident by Race 1991 - 2004
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C.  Children with Special Health Care Needs 
 

New York applauds national efforts to establish data for numbers of children with special 
health care needs.  As a State Health Department, we are working to improve what is 
known about special needs children in our State in order to better serve them and better 
serve their families.  We also continue to work closely with families, advocates and other 
agencies to assess need and assure availability of high-quality, comprehensive, culturally-
sensitive, community-based, family-centered services.   
 
According to HRSA estimates, the number of self-reported Children with Special Health 
Care Needs is estimated to be 558,173, or 11.8 percent of the child population.  
Prevalence increases with age:  7.7 percent from birth to five, 13.2 percent from ages six 
through eleven, and 14.4 percent at ages 12 through 17.  The prevalence is reported 
higher in males (14.2%) than in females (9.4%).  Prevalence is also higher in lower 
income groups:  14% percent at or below the Federal Poverty Level (FPL), 14.3 percent in 
those between 100 and 199 percent of FPL, 12.1% at 200 to 399 percent of FPL, and 
9.4% for families 400% and higher of the FPL.  The highest rates are reported in non-
Hispanic Whites at 12.7 percent, compared to African Americans (11.8%) and Hispanics 
(11.1%).   The same survey found that 29.9% of the families of children with special 
health care needs reported that the child’s condition affected their employment, and 
20.9% reported that their child’s condition created financial problems for the family.   
 
The Children with Special Health Care Needs (CSHCN) Program provides information and 
referral services for health and related areas for families of CSHCN.  All 58 contractors, 
with the exception of one, are utilizing an electronic application to record the number and 
types of services provided to CSHCN and their families.  This CSHCN Program data system 
has been in operation since 1999.  The CSHCN Program is working with Center for 
Community Health Information Technology staff to perform a system upgrade to improve 
the accuracy and completeness of data reported by local CSHCN Programs.   
 
In 2005, the local CSHCN Programs reported serving 5011 CSHCN.  The age breakdown 
of these children are as follows: birth to four years, 27%; five to nine years, 17%; ten to 
fourteen years, 28%; fifteen to nineteen years, 24%; and twenty up to 21 years, 3%. 
This breakdown indicates that a significant number of CSHCN are identified and referred 
early (27%) by four years of age.   The largest percentage of CSHCN are in the ten to 
fourteen age range (28%), representing those who require medically necessary 
orthodontia.  There is a focus on connecting young adults, ages 18 to 21 years, who have 
lost their family’s insurance, to other insurance or a gap-filling program, such as the 
Physically Handicapped Children’s Program. 
 
Data are collected on medical homes at time of admission to the CSHCN Program.  The 
data from the local health departments indicate that, of the children who enter the CSHCN 
Programs, 75.5% in 1999, 74.2 % in 2000, 61.0 in 2001, 51% in 2003, 54% in 2004 and 
66% in 2005, have primary care providers.  A focus of the CSHCN Program is connecting 
CSHCN to primary care providers who are the child’s medical home.  
 
The major sources of referrals for the CSHCN Program are: hospitals/specialty health care 
providers, 36%; parent/family, 24%; Early Intervention Program, 5%; Physically 
Handicapped Children’s Program 5%; and other, 13%.  
 
The racial background of the children referred was reported as white (56%), African-
American (6%), Other (12%), Asian (1%), American Indian or Alaskan Native (0.2%), 
and no responses from (24%).  Nine percent of CSHCN were reported to be Hispanic. 
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Orthodontia represents the most common diagnosis (36%).  Ear disorders are the second 
most common diagnosis (17%); followed by developmental delay (9%), musculoskeletal  
(8%), nervous system disorders (4%); respiratory disorders (4%); perinatal disorders 
(prematurity/apnea)(3%) and other categories of diagnoses (such as cleft lip and palate, 
cardiac, neoplasms), each representing less that 2% of all diagnoses reported. 
 
SLAITS Study: The Maternal and Child Health Bureau at HRSA identified six core 
outcomes for measuring States’ progress toward implementing family-centered, 
community-based, comprehensive, coordinated, easily accessible system for Children with 
Special Health Care Needs.  MCHB also developed a monitoring strategy utilizing a 
national telephone survey conducted by the National Center for Health Statistics at the 
Centers for Disease Control and Prevention (CDC) called SLAITS – State and Local Area 
Integrated Telephone Survey.   
 
From the SLAITS, New York learned that: 
• An estimated 60.3% ± 4.5% of New York families of children with special health care 

needs were partners in decision-making and were satisfied with the services they are 
receiving.  

 
• An estimated 51.7% ± 2.4% of New York families of children with special health care 

needs were obtaining care within a medical home.   
- About 92% reported a usual source of care.  
- About 90% had a personal doctor or nurse.  
- About 76% said they had no problem receiving needed referrals.   
- About 46% reported receiving effective care coordination when needed.  
- About 67% said their care was usually family centered.  
 

• An estimated 59.1% ± 2.3% of New York families of children with special health care 
needs had adequate insurance coverage to pay for the services they need.  
- About 96% had public or private insurance at the time of the interview.   
- About 89% had no gaps in coverage in the year prior to the interview.  
- About 83% had insurance that always or usually met the child’s needs.  
- About 72% found costs not covered by insurance was usually or always 

reasonable. 
- About 85% said insurance usually or always permitted the child to see needed 

providers. 
 

• Approximately 75.3% ± 3.8% of families said systems were organized in a way that 
families can use them easily.   

 
• Relative to transition of children with special health care needs to adulthood, an 

estimated 61.5% ± 7.1% said their doctors had spoken to them about their changing 
needs as they become an adult.  Approximately 48.4% ± 11.5% have a plan for 
transition to adult services and 32.6% ± 9.5% said their doctor had discussed shifting 
to an adult provider.  Approximately 35.7% ± 7.8% received vocational or career 
training.  

 
The results of the SLAITS study for New York are documented on Form 11. National 
Performance Measures 2 through 6.   
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Fetal Alcohol Syndrome Surveillance:  Fetal Alcohol Syndrome or FAS is a preventable 
birth defect caused by maternal alcohol drinking during pregnancy.  The syndrome is 
diagnosed by using a combination of findings, which may include poor growth, central 
nervous system disorders, certain FAS-related facial features, and a history of maternal 
alcohol use during pregnancy.  The syndrome may be more difficult to recognize in 
newborns, but easier to diagnose in older children.  New York has two systems to 
ascertain Fetal Alcohol Syndrome cases:  the statewide birth defects registry and 
FASSNet, or the Fetal Alcohol Syndrome Surveillance Network.   FASSNet is a population-
based, multi-source system where records of children with FAS or known or suspected 
prenatal exposure to alcohol are actively enrolled and their records abstracted.  In a 
recent study comparing the accuracy of FAS reports to the registry with the FASSNet 
system, FASSNet was shown to identify more children than the registry alone.   
 
From 1996 through 2003, New York was a part of the National Birth Defects Prevention 
Study, a CDC-funded collaborative.  For this study, a random sample of women who gave 
birth from 1997 to 2003, whose children did not have a major structural malformation 
were controls. The study area was an 8-county region in Western New York.  Women 
were interviewed within two years of childbirth. The study questionnaire asked about 
alcohol intake before and during pregnancy.  In the three months before conceiving, 50% 
of the women reported any drinking (95% CI 41-59%), and 15.2% reported at least one 
episode of binge drinking (95% CI 9.4 to 22.7%).  In the first three months of pregnancy, 
8% reported at least one episode of binge drinking (95% CI 4.0 to 14.1%).  Past studies 
have shown that drinking during pregnancy tends to be under-reported.  Also, while most 
women reduce or stop drinking once they know they are pregnant, pre-pregnant levels of 
alcohol consumption may continue in the earliest stages of pregnancy until the woman 
realizes or is told she is pregnant.   
 
In the project area, the 1995-1999 birth cohort had an incidence of FAS of 0.72 per 
1,000.  Rates were higher in urban Buffalo, where there was an overall rate of 1.92 per 
1,000.  The non-Hispanic white rate was 0.83 /1,000; the rate for African Americans was 
3.4/1,000.   
 
Neural Tube Defects:  The figure that follows shows the trend in incidence of neural 
tube defects has declined since 1994 when the rate was 4.2 per 10,000 to 2.8 per 10,000 
in 2002.  Rates are highest among Hispanics.  Interestingly, according to the NYS PRAMS 
survey data, Hispanics are less likely than non-Hispanics to be knowledgeable about the 
relationship between folic acid and neural tube defects (70% of Hispanics versus 93% of 
non-Hispanics are knowledgeable.)  
 
The source of these data is the New York State Congenital Malformations Registry.  Please 
note: The Black and White categories do not include Hispanics in the calculation.  
Information is reportable to this registry for up to two years from the date of birth. 
Therefore, later figures are not available.  This rate is affected by rates of pregnancy 
termination based on the information provided by prenatal testing.   
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Figure 50.  Rate of Neural Tube Defects per 10,000 Live Births
New York State 1991 - 2002*
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White 5.5 5.4 5.8 3.4 3.6 3.9 3.9 3.7 2.9

Black 4.8 5 3.4 4.5 3.8 2.8 4.5 4.0 3.0

Hispanic 5.3 5.7 7.1 6.1 5.0 2.6 3.9 4.0 4.1

Total* 4.2 4.8 4.7 3.8 3.6 2.9 3.6 3.4 2.8

1994 1995 1996 1997 1998 1999 2000 2001 2002

 
         *Including unknown race 
 
Please refer to Table 11 for information from the NYS PRAMS on mothers’ knowledge of 
folic acid to prevent neural tube defects.   
 
Cleft Lip and Palate:  During 1998-2001, 1061 children in this state, at a rate of 10.4 
per 10,000 live births, were born with cleft lip, palate or both.  New York has an effective 
mechanism for identifying, recording, and referring these infants for treatment.  Cleft lip 
and palate are eligible conditions under the Physically Handicapped Children’s Program 
(PHCP) and the Dental Rehabilitation component of PHCP.   
 
Transitioning CSHCN to Adult Services:  Our work with families of children with 
special health care needs (CSHCN) shows that families and caregivers need guidance and 
support as they assist their loved one with the transition to the adult health care system 
and with shifting their role from providing primary medical coordination to one of 
promoting self-determination and independence for their loved one with disabilities.  
Medical providers also play a pivotal role in this transition process; however, many 
medical providers have stated that they do not have the tools and skills necessary to 
assist individuals and caregivers with this transition. 
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4. MCH Capacity by Pyramid Level 

 
Overall Capacity:  The State Title V Agency in New York State remains the New York 
State Department of Health (NYSDOH).  Responsibility for the administration of Title 
V is vested with the Division of Family Health.  To understand capacity relative to direct 
medical, enabling, population-based and infrastructure services, it is first helpful to 
understand NYSDOH’s capacity as a state agency.   
 
The New York State Department of Health has as its mission:  “Working together and 
committed to excellence, we protect and promote the health of New Yorkers through 
prevention, science and the assurance of quality health care delivery.”  Our organizational 
vision is that of “a community of professionals who, through commitment to education, 
innovation, leadership, customer respect and research solutions for health problems, 
make New Yorkers the healthiest people in the nation.”  We seek to carry out our mission 
through a core set of values, which includes: dedication to public good, innovation, 
excellence, integrity, teamwork, and efficiency.  
 
NYSDOH is an executive agency, with Commissioner Antonia C. Novello, M.D., M.P.H., 
Dr.P.H., reporting directly to Governor George E. Pataki.  As a former U.S. Surgeon 
General, and as a pediatrician and former Special Representative to UNICEF, Dr. Novello 
has a solid record of leadership and commitment to maternal and child health.  She has 
many times over demonstrated her capacity to promote and protect the health of all 
mothers, infants and children, including those with special health care needs.  Early in her 
tenure, she met with the MCHSBG Advisory Council and discussed her plans for the 
Department and her appreciation for the advice of the Council.  She continues on a daily 
basis to provide the leadership needed to effectively address New York’s multiple and 
complicated health issues.   
 
Maternal and child health programs are located throughout the New York State 
Department of Health, but are mostly located in the Center for Community Health and 
the Division of Family Health, where administrative oversight for the Block Grant is 
vested.   
 
In addition to its responsibility for Title V, the Division of Family Health is responsible 
for family planning (Title X), early intervention (Part C) services, the Prenatal Care 
Assistance Program, perinatal networks, designation of perinatal centers and CSHCN 
specialty centers, dental health, lead poisoning prevention, adolescent health, youth 
development, adolescent pregnancy prevention, universal newborn hearing screening and 
programs for children with special health care needs. This division is located within the 
Center for Community Health.  The State Health Department’s organizational chart is 
included with this submission under Appendix C.  (Figures 3 and 4).  Organizational 
structure and staffing support our mission, vision and values. 
 
There are currently 218 filled Title V-funded positions within the NYSDOH and an 
additional 630 non-Title V-funded positions performing Title V-related activities.  Positions 
are located within the Department’s central, regional and district offices.  Staff cover the 
full range of MCH activities, including child and adolescent health, women’s health, 
perinatal health, dental health, local health services, nutrition, child safety, injury control, 
laboratory operations, human genetics, congenital malformations, data and information 
systems infrastructure, health communications, managed care and facility surveillance.   
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The Center for Community Health  
Guthrie Birkhead, M.D., M.P.H., is the Director of the Center for Community Health.  
Dr. Birkhead was appointed Director of the Center for Community Health in January 2001 
and has been Director of the AIDS Institute since December 1995.  Prior to that Dr. 
Birkhead worked in the field of communicable disease epidemiology and control for 11 
years.  He is a graduate of the CDC Epidemic Intelligence Service program and the CDC 
Preventive Medicine Residency Program.  He joined the New York State Health 
Department in 1988 and became the Director of the Bureau of Communicable Disease 
Control in 1993.  He is board certified in internal medicine and preventive medicine, and 
holds a Masters of Public Health Degree.  He is Associate Professor of Epidemiology at the 
School of Public Health at the University at Albany, founding Director of the Department’s 
Preventive Medicine Residency Program, and Past President of the Council of State and 
Territorial Epidemiologists.   
 
Executive Deputy Director of the Center for Community Health is Ms. Ellen Anderson.  Ms. 
Anderson comes to the Center after having served as co-director of the Office of Managed 
Care.  She has an extensive administrative background.  Ms. Phyllis Silver is Special 
Assistant.  Ms. Silver also came to the Center from the Office of Managed Care.  Prior to 
that time, she was the Department’s Advocate for Children, and in that title had 
responsibility for Title V activities.  She has an extensive background in early childhood 
issues and maternal and child health.   
 
The Office of Local Health Services is located within the Center for Community Health 
and directed by Ms. Sylvia Pirani. This unit is the touch point for communication and 
coordination with the 58 local health units. This unit ensures that the State is working in 
partnership with local health departments and other health care providers to strengthen 
core public health functions as changes are occurring in health care financing and delivery 
systems. Working closely with local health units, the Department is able to promote and 
ensure essential maternal and child health services that complement those provided by 
managed care and the private sector.  Ms. Marie Miller is deputy director and oversees 
State Aid to local health units, the completion of community health assessments and 
municipal public health services plans.  
 
Information and data needs related to Title V activities are met through the Center for 
Community Health’s Public Health Information Group (PHIG).  Directed by Mr. 
Michael Medvesky, PHIG provides data access and technical assistance to central office, 
regional offices and local county health departments. The Public Health Information Group 
provides services such as preparing data for the Title V needs assessment and developing 
MCH data sets.  This unit also has responsibility for the Pregnancy Risk Assessment 
Monitoring Survey (PRAMS).  Partially supported by a grant from the Centers for 
Disease Control and Prevention, they seek to improve capacity for data management and 
for targeting and designing successful public health interventions at a state and local 
level.  Ms. Anne Radigan is the PRAMS Project Director.   
 
Mr. Medvesky has over 25 years of experience in public health, epidemiology, research 
methods and evaluation.  He advises on public health indicators for many health 
initiatives in addition to the Block Grant, and is very knowledgeable about community and 
local assessment methods, sources of data, and improvement of data capacity.  He 
currently serves as the project manager of New York’s CDC-funded Cooperative 
Agreement to Support State Assessment Initiatives.  
 
PHIG is also responsible for the New York State Community Health Data Set, which 
consists of a series of tables, maps and graphs containing health statistics organized by 
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county of residence.  Because it resides on the Health Information Network, it is readily 
available for use by counties in compiling their community health assessment.  The 
Community Health Data Set includes information from natality and mortality data from 
the birth, death and fetal death files; from SPARCS (a data set containing information on 
all hospital discharges in the state); from the Department of Health’s disease registries, 
and from program-based systems. The Community Health Data Set is organized in 
nineteen sections, and offers mortality data as both crude rates and age-adjusted rates. 
 
The Office of Minority Health, directed by Ms. Wilma Waithe, promotes the health of 
the State’s minority populations by leading, coordinating, supporting and assessing the 
Department’s efforts to reduce and, ultimately, eliminate health disparities.  This Office 
works with Title V in facilitating community awareness of MCH services, and helping to 
assure access, appropriateness and acceptability of services.  Central to the Office’s 
activities are:  the Minority Health Community Partnerships, grant program, which 
mobilizes communities to eliminate health disparities through coalition-driven, asset-
based, neighborhood-specific interventions; and the Minority Health Mini-Grants Program, 
which supports short-term, small-scale projects which build capacity of community-based 
organizations to provide culturally- and linguistically- appropriate services, and improve 
outreach to minority populations.   
 
Fiscal expertise for preparation of the MCHSBG application is provided by the Division 
of Family Health Fiscal Unit, directed by Ms. Deborah Nance.  Ms. Nance and her unit 
now provide fiscal analyses of block grant spending and contract management.  It is 
important to note that New York externally appropriates half of its block grant dollars to 
support MCH services at the local and statewide level.  In the Division of Family Health 
alone, approximately 600 contracts are administered annually.   
 
The Division of Family Health 
The Division of Family Health continues to be responsible for coordinating MCH-related 
programs and directly managing many MCHSBG-funded initiatives.  This Division contains 
four bureaus: the Bureau of Child and Adolescent Health, the Bureau of Women’s 
Health, the Bureau of Dental Health and the Bureau of Early Intervention 
Services. 
 
The mission statement of the Division states that, “[a] s members of the public health 
community, the Division promotes the health of New Yorkers and supports family 
empowerment to create healthy communities.  With a primary focus on the health needs 
of women and children, our efforts involve the promotion of healthy behaviors, assurance 
of quality and accessible health care and adherence to state of the art knowledge and 
best practices.  In partnership with other Departmental units, state agencies and county 
health departments, we work collaboratively with provider organizations, professional 
associations, advocacy groups and community coalitions to achieve these goals.”   
 
The values of the Division of Family Health are outlined in this statement: “Division staff 
work with integrity, efficiency and professionalism. Vigilantly anticipating future 
challenges, we remain dedicated to the public good and committed to family-centered 
care.  Innovation is encouraged and teamwork is rewarded.  The tasks of accomplishing 
the Division goals are conducted with compassion and tempered with good humor.”   
 
Ms. Barbara McTague was appointed Director of the Division of Family Health in June 
2005.  Since 1987, Ms. McTague has implemented and managed a variety of programs 
with in the Department of Health, and in 1991, she was appointed Director of the Bureau 
of Women’s Health.  More recently, she served as Director of the Bureau of Early 
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Intervention Services.   Ms. McTague’s experience in the AIDS Institute and with various 
programs and bureaus within the Division of Family Health has given her a very broad 
understanding of health and development issues impacting women, children and families.  
Ms. McTague has overall responsibility for policy, direction and oversight for the Division 
of Family Health and its bureaus and programs. 
 
Dennis Murphy, M.A., is Associate Director of the Division of Family Health.  Mr. Murphy 
received a BA in Education and a Masters degree in Political Science/Public Administration 
from the University of New York at Buffalo.  He has extensive experience in public health 
and epidemiology, particularly in working with local health departments and health 
provider agencies.  He directed New York State’s STD Control Program of a number of 
years. Mr. Murphy provides administrative oversight for each of the Divisions bureaus.   

The Division of Family Health has created a new Office of the Medical Director and has 
appointed a director and staff.  The Office of the Medical Director will ensure that clinical 
expertise is available to address the needs of the Division’s broad array of programs and 
will work with the Division's Bureaus and programs to identify areas where medical 
expertise can facilitate the achievement of program goals.   

Marilyn Kacica, M.D., M.P.H., has joined the Office as the new Medical Director of the 
Division of Family Health.  She is formerly the Director of the Healthcare Epidemiology 
Program in the Division of Epidemiology’s Bureau of Communicable Disease Control.  Dr. 
Kacica has been with the Department for six years.  She holds a BA from St. Louis 
University and an MD from the St. Louis University School of Medicine.  She completed 
pediatric specialty training at Cardinal Glennon Children’s Hospital and pediatric sub-
specialty training in pediatric infectious diseases at the Children’s Hospital of Cincinnati.  
She earned her MPH and completed the New York State Preventive Medicine Residency 
Program through the University at Albany School of Public Health.  Prior to joining the 
department, Dr. Kacica was a practicing physician and Associate Professor of Pediatrics at 
Albany Medical College.  She is currently a Clinical Associate Professor of Epidemiology at 
the University at Albany School of Public Health and is board certified in Pediatrics and 
Pediatric Infectious Diseases.   
 
In addition, Dr. Christopher Kus continues in his role as pediatric consultant for the 
Division within the Office of the Medical Director.  Christopher Kus, M.D., M.P.H., is a 
developmental pediatrician who has worked with the New Hampshire and Vermont 
Departments of Health prior to coming to New York.  He has been with the New York 
State Department of Health for the past eleven years.  He serves as a liaison with the 
State Medicaid Program and the Office of Managed Care.  Dr. Kus is Past President of the 
Association of Maternal Child Health Programs (AMCHP).  He has chaired their committee 
on Service Delivery and Financing Systems and co-chaired the MCH-Medicaid Technical 
Advisory Group. 
 
Effective in January 2006, Renee Samelson, M.D., M.P.H., joined the new office.  Her 
focus is primarily on women's health issues.  She received her baccalaureate degree from 
the University of Cincinnati, her M.D. from the University of Cincinnati Medical School and 
her M.P.H. in 2004 from the University at Albany, School of Public Health. She has 
completed residencies in Family Practice (Deaconess Hospital, Buffalo), Obstetrics and 
Gynecology (Southern Illinois University School of Medicine, Springfield, Illinois) and 
Preventive Medicine (U at Albany) and completed a fellowship in Maternal-Fetal Medicine 
(Southern Illinois University School of Medicine).  Dr. Samelson is Associate Clinical 
Professor of Maternal Fetal Medicine at the Department of Obstetrics and Gynecology,  
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Albany Medical College.  She has previously served as an attending physician at Brigham 
and Women’s Hospital and at Albany Medical Center.  She was director of Maternal-Fetal 
Medicine at Albany Medical Center from 1997 to 1999.  
 
Donna Noyes, Ph.D., has been appointed as the Director of the Office of Policy and 
Planning for the Division of Family Health.  She previously served the Department in the 
Early Intervention Program.  She is joined in that office by Mr. Todd Gerber, whose 
responsibilities include assisting Division of Family Health programs manage existing 
public health data systems and develop improved business process models. Mr. Gerber 
received a Master of Science degree in biostatistics/epidemiology from the University of 
Massachusetts, School of Public Health.  He has many years of experience in the field of 
epidemiology, biostatistics and program evaluation.   
 
Within the Division Director’s office, Michelle Cravetz, M.S., R.N.-B.C., coordinates 
MCHSBG-related activities, grant submission, grant management activities and special 
projects.  Ms. Cravetz has over 30 years of maternal and child health experience at the 
local, regional and State level. She served as MCH Consultant Nurse, Regional Director of 
Preventive Health Services, Clinical Consultant to the Migrant and Indian Health 
Programs, Director of the School Health Program, and Director of the Office of Rural 
Health and Primary Care.  Ms. Cravetz is Principal Investigator (PI) to the State Systems 
Development Initiative and family and consumer forums.  She is a member of the 
Department’s Institutional Review Board for the Protection of Human Subjects and serves 
on the University at Albany’s Continuing Education in Public Health Advisory Panel.  Ms. 
Cravetz was appointed Assistant Director of the Bureau of Dental Health in January 2003. 
 
Thomas Carter, Ph.D., continues to coordinate the cross-systems, cross-agency 
partnerships for the Department.  Dr. Carter also coordinates the MCH Graduate Assistant 
Program, which matches priority MCH projects with graduate assistants from the School 
of Public Health at the University at Albany, and directs the Migrant and Seasonal 
Farmworker Health Program.   
 
Patricia Waniewski, M.S., R.N.  is the Asthma Coordinator as part of a five-year grant with 
the Centers for Disease Control.  As such, Ms. Waniewski coordinates the various asthma 
initiatives across the Department and is instrumental in implementing our New York State 
Asthma Plan.  Ms. Waniewski came to the Department with extensive experience in 
ambulatory care systems and is a retired officer of the US Navy.   
 
Wendy Stoddart, R.N., B.S.N., is a former Director of Patient Services for St. Lawrence 
County Public Health Department. She has 28 years of experience planning and 
implementing preventive health programs.  She is working within the Division as Clinical 
Coordinator of the American Indian Health Program.  Ms. Stoddart works with Primary 
Care Contractors through out the state and the Nations’ clinic staff to ensure that the 
Native American nations across the state have access to preventive health education as 
well as primary health care services.   
 
The Division of Family Health is also administrative home to New York’s State Systems 
Development Initiative (SSDI) grant, coordinated by Ms. Cathy Tucci-Catalfamo.  The 
goal of SSDI grant is to ensure meaningful measurement of attainment of Block Grant 
Performance Measures.  To this end, Ms. Tucci-Catalfamo has been working the Title V 
Coordinator and program staff to develop the Children with Special Health Care Needs 
Data System and in gathering parent and consumer input to this grant's needs 
assessment.  SSDI worked with the Integrated Child Health Information System (ICHIS) 
and assist Title V with data matching and data infrastructure issues.  
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The Division of Family Health has four bureaus:  the Bureau of Child and Adolescent 
Health, the Bureau of Dental Health, the Bureau of Women’s Health, and the Bureau of 
Early Intervention Services. 
 
The Bureau of Child and Adolescent Health 
The mission of the Bureau of Child and Adolescent Health (BCAH) is to promote and 
protect the health and well being of New York’s infants, children and youth through: 
• Defining the parameters of optimal health for children, birth through 21 years of 

age, throughout New York State; 
• Assessing current status of children’s health in New York State; 
• Conducting Needs Assessments to obtain and maintain optimal health and to identify 

resources and gaps in resources; 
• Identifying/developing/implementing strategies to address the disparity between 

existing health status and optimal health status and to maintain optimal health; and 
• Providing ongoing monitoring and evaluation of efficiency and effectiveness of 

strategies employed.   
 
Title V and Title V-related programs within the Bureau of Child and Adolescent Health 
include:  Childhood Lead Poisoning Prevention, Pediatric Asthma, Healthy Children New 
York, Children with Special Health Care Needs, the Physically Handicapped Children’s 
Program, Youth Development, the School Health Program, Comprehensive Coordinated 
School Health Program, ACT for Youth, Abstinence Education, the Community-Based 
Adolescent Pregnancy Prevention Program, Enhanced Services, Infant and Child Mortality 
Review, Interim Lead-Safe Housing Program, the Regional Lead Poisoning Technical 
Assistance Centers, and the Lesbian, Gay, Bisexual and Transgender Health Initiative.  
BCAH also has responsibility for the Early Childhood Comprehensive Systems Initiative. 
 
The Bureau Director for the Bureau of Child and Adolescent Health (BCAH) is Rachel 
de Long, M.D., M.P.H. She was appointed in May 2005.  Dr. de Long is a graduate of the 
Preventive Medicine Residency Program at the University at Albany.  She had served as 
Acting Director of the Bureau and Coordinator of the Early Childhood Comprehensive 
Systems Planning Initiative.  Ms. Marta Riser, Associate Director of this Bureau, continues 
her active leadership role in activities related to adolescent services, assets building and 
risk reduction activities.  She has also been very involved in putting together the State’s 
Adolescent Health Agenda and the ACT for Youth initiative.    
 
The Bureau has five units and one initiative:  the School Health Unit; the Medical Home 
Unit; the Adolescent Health Unit, the Childhood Lead Poisoning Prevention Unit; the Child 
Morbidity and Mortality Prevention Unit and the Statewide Early Childhood Comprehensive 
Systems Planning Initiative.   
 
The School Health Unit is headed by Annette Johnson and contains the following 
programs: School Based Health Centers and Comprehensive Coordinated School Health.   
 
The School Health Program is the largest school-based primary care program in the US, 
with over 180 school-based health center sites.  Sites offer comprehensive, accessible 
services to children from preschool age through high school in high-risk urban, suburban 
and rural communities.  The Coordinated School Health representative is Laurie Ann 
Wagner at the State Health Department and Owen Donovan at the State Education 
Department.  This is a collaborative initiative promotes comprehensive health and 
wellness in the school setting.   
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The Childhood Lead Poisoning Prevention Unit is headed by Barbara Leo, M.S., R.N., 
and provides prevention, early detection and effective treatment of childhood lead 
poisoning.  A collaborative relationship exists between this program, the Center for 
Environmental Health’s housing and community efforts, and Wadsworth Laboratories’ 
efforts in lead testing and tracking.  The unit funds Regional Lead Resource Centers, 
where county health departments and providers may receive technical assistance; Lead 
Poisoning Prevention Coalitions; and Interim Lead-Safe Housing.  They are also 
responsible for the Statewide Lead Elimination Plan. 
 
The Medical Home Unit is directed by Susan Slade, M.S., R.N.  This unit has 
responsibility for the Children with Special Health Care Needs Program, the 
Physically Handicapped Children’s Program, Asthma Coalitions, and the Medical 
Home Resource Centers.  The Childhood Asthma Program supports seven regional 
asthma coalitions and public and provider education.  The coordinator works closely with 
the Division’s Asthma Coordinator.  The Champions for Progress grant is also housed in 
this unit.   
 
Healthy Children New York, originally funded as a Community Integrated Service 
Systems (CISS) grant, is coordinated by Ms. Mary Huber, working closely with the Office 
of Children and Family Services (childcare licensors) to improve the health and safety of 
children in childcare.  The program has educated over 100 individuals in the Northeast, 
Central, Western, Lower Hudson Valley, Long Island, and Capital Regions of the State. 
 
The Children with Special Health Care Needs (CSHCN) Program provides services to 
children, ages birth to 21, that are not provided through Medicaid or SSI Medicaid.  The 
CSHCN Program also certifies specialty centers to promote access to comprehensive 
evaluation and treatment services for those children in whom a serious, chronic illness or 
physical disability is suspected.  Recently, the program strengthened their ability to 
identify, report and act on identified needs for the CSHCN population and their families by 
launching a new data system for the use of the 58 local health department-based Children 
with Special Health Care Needs Programs. Additional changes are underway to bring the 
CSHCN data system into compatibility with the Early Intervention Program data system.   
 
The Title V program employs five parents of children with special health care 
needs, one of whom, Ruth Walden, is officially employed as Family Specialist and a 
parent advocate.  (The others are employed as public health program nurses, health 
program administrator and SSDI Coordinator.)  The parents help link our agency to 
parent groups like Family Voices, Parent-to-Parent, Mothers United for Moral Support 
(MUMS) and other statewide parent advocacy agencies. Employing parents and using 
parent input has improved our focus on comprehensive, family-centered, community-
based, culturally competent, coordinated care.  Title V parents and Title V coordinator 
worked with the various stakeholders statewide to formulate the parent recruitment and 
training under the Champions for Progress initiative. 
 
The role of the Family Specialist, our official "Title V Parent", is to maintain 
communication and linkages with families of Children with Special Health Care Needs.  
She provides support, exchanges information between parents and the Department, gets 
input on program actions, reviews and evaluates information from families and 
professionals, and determines possible course of action that may improve service delivery 
systems.  Typically, her activities include organizing training programs, advising intra- 
and inter-agency groups on policies related to children with special health care needs, 
public speaking and assisting in the development of grant proposals that reflect the 
parent perspectives.  As New York's Title V parent, Ms. Walden has taught several 
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parents, both within and outside our State, to be Block Grant reviewers and is frequently 
called upon by others to provide training in parent involvement or to review other States’ 
grants.  Ms. Walden is often called upon by the Maternal Child Health Bureau to provide 
family feedback regarding Children with Special Health Care Needs.  Ms. Walden has also 
served as the Family Voices Coordinator for New York State and on the Emergency 
Medical Services for Children advisory panel.  With the Title V Coordinator, she has 
presented a number of workshops and panels at AMCHP and HRSA meetings on parent 
involvement.  She was recently elected to the Board of Directors of AMCHP.   
 
The Adolescent Health Unit is directed by Ms. Stephanie Sheehan.  The programs in 
this unit include ACT for Youth, the Community-Based Adolescent Pregnancy Prevention 
Program, Abstinence Education and the Lesbian, Gay, Bisexual, Transgender Health 
Project.  Ms. Kristine Mesler serves as New York’s Adolescent Health Coordinator. 
 
The Abstinence Education Program seeks to reduce the teen pregnancy and birth 
rates, as well as to reduce the proportion of adolescents who have engaged in sexual 
intercourse in target communities and the incidence of sexually transmitted diseases in 
teens in the targeted communities.   
 
The Community-Based Adolescent Pregnancy Prevention also uses a targeted 
community approach to reduce adolescent pregnancy rates.  The program provides 
community information and education to sensitize the public about the local need to 
address the prevention of unintended pregnancy.  The program also promotes use of peer 
educators to reach adolescents at risk of unintended pregnancy. Peer educators provide 
factual information, identify social pressures and responses to these pressures and teach 
assertiveness skills.  They also work with peers parents, schools, community health and 
human service organizations, local governments, businesses and the media. Youth 
development activities, including educational, recreational and vocational opportunities 
designed to improve self-esteem, are also provided.  
 
The Childhood Morbidity and Mortality Unit is directed by James Raucci.  This unit is 
responsible for Childhood Death Review, morbidity and mortality surveillance, SIDS 
prevention and response, and the Enhanced Services Initiative.   
 
The New York State Early Childhood Comprehensive Systems Initiative is co-
chaired by Dr. Rachel de Long and Mr. Robert Frawley, Director of Policy and Planning, at 
the New York State Council on Children and Families with assistance from Tammy 
Nazarko, as project coordinator.  Activities in the current year will focus on the transition 
from planning to implementation. 
 
The Bureau of Women’s Health 
Barbara Brustman, Ed.D., is the Director of the Bureau of Women’s Health, and Ms. 
Wendy Shaw, R.N., M.S., is Assistant Director.  The Bureau of Women’s Health has 
responsibility for the Department’s perinatal, family planning, maternal mortality review, 
breastfeeding and rape crisis programs, and works with other units throughout the 
Department to coordinate initiatives related to women’s health. The Bureau of Women’s 
Health also has responsibility for the “Growing Up Healthy Hotline”. The Bureau is the 
liaison with Healthy Start. 
 
The mission of the Bureau of Women’s Health is to promote the health of women across 
their reproductive life span through the development, implementation and coordination of 
women’s health programs.   The Bureau endeavors to promote the health of women of 
reproductive age, to promote the birth of healthier babies, to ensure the availability of 
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reproductive choices to prevent unintended pregnancies, to reduce adolescent pregnancy, 
and to reduce violence against women as well as its impact on women, their families and 
their communities.  The Bureau values teamwork, integrity, professionalism, commitment 
and communication.   
 
The Family Planning/Reproductive Health Services Unit is directed by Ms. Joan 
Linton, RN.  The Family Planning Programs provide low-income, uninsured and 
underinsured women with comprehensive reproductive and preventive health services, 
including routine gynecological exams and laboratory testing; screening for high blood 
pressure, anemia and diabetes; health education; screening and treatment of sexually 
transmitted infections; HIV counseling and testing; contraceptive services; preconception 
planning and counseling; pregnancy testing, and referral to prenatal care.  Infertility 
services are also housed within this unit.   
 
Ms. Deborah Joralemon, R.N., M.S., directs the Rape Crisis Program, which includes the 
development of programs and provision of services to improve the response to rape and 
sexual assault.   
 
Ms. Linda Thornton, R.N., M.S., directs the Perinatal Services Unit within the Bureau.  
This unit is responsible for an array of services to improve perinatal, maternal and infant 
outcomes throughout New York State, including PCAP and MOMS Programs, the 
Community Health Worker Program, the Comprehensive Prenatal/Perinatal 
Services Networks, perinatal regionalization, and the Statewide Perinatal Data 
System.   
 
Ms. Tammy Nazarko has served as the Comprehensive Women’s Health Coordinator.  
The Comprehensive Women’s Health Initiative served to coordinate across agency 
programs and across agencies all those efforts related to improving women’s health 
across the lifespan.  Under this initiative, a women’s heath program profile describing all 
programs providing services to women administered by the Department has been 
published and a Women’s Health Summit was held.  A woman’s health data profile is 
currently under development. 
 
The Bureau of Dental Health 
The Bureau of Dental Health is directed by Elmer Green, D.D.S., M.P.H., and Michelle 
Cravetz, M.S., R.N.-B.C. is Assistant Director.  Jayanth Kumar, D.D.S., M.P.H., serves as 
Director of Dental Public Health Research.  The mission of the Bureau is to improve the 
oral health of all New Yorkers.  The Bureau implements and monitors statewide dental 
public health initiatives to assess, prevent, control or reduce oral diseases and other 
health conditions, and promote healthy behaviors, dental sealants, school-based 
supplemental fluoride and dental rehabilitation programs.  The Bureau conducts oral 
health surveillance projects, including projects in Head Starts and third-grade students.   
 
The Dental Bureau provides oversight to 26 Dental Preventive Services for High-Risk 
Populations grantees.  Under this program, community-based providers collaborate to 
provide access to needed dental preventive services, especially for low-income children 
and pregnant women.  More recently, the Bureau funded seven Innovative Dental 
Services grantees, charged with testing new solutions to dental health access issues 
within their communities.  Under this initiative, a statewide Technical Assistance 
Center was also funded at the Rochester Primary Care Network.  Both initiatives 
encourage efficient use of dental resources, community partnerships and collaborations 
and the establishment of community-based or school-based dental services that will assist 
individuals to access and obtain needed preventive and primary dental services.   
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The Dental Rehabilitation Program provides medically-necessary orthodontic services 
to children with physically handicapping malocclusions.  In October 2004, the Bureau, in 
collaboration with the Medicaid Dental Program, extended the pilot of a new method for 
prior approval to all counties in the state outside of New York City and Long Island.  The 
pilot eliminates the need for regional screening clinics and allows children to be screened 
for clinical eligibility through clinical documentation of their orthodontic conditions. 
Treatment services are authorized and approved under the Physically Handicapped  
Children’s Program in participating counties.     
 
Other responsibilities of the Bureau of Dental Health include administration of an 
accredited Dental Public Health Residency Program, implementing a grant from the 
Centers for Disease Control and Prevention to improve surveillance and infrastructure for 
oral health services in the state and implementation of the Statewide Oral Health Plan 
implementation of the Perinatal Oral Health Guidelines.      
 
The Bureau of Early Intervention 
The Bureau of Early Intervention (BEI) administers the Part C/IDEA Program and 
the Universal Newborn Hearing Screening Program.  The Bureau is also responsible 
for the publication of “Welcome to Parenthood,” which is available in English and 
Spanish and received by all new mothers delivering their babies in any of New York 
State’s hospitals.  Ms. Barbara McTague will continue to direct this Bureau until 
recruitment of a new director is completed.  
 
The Early Intervention Program provides therapeutic and supportive services for 
children, from birth to age 3, who have developmental disabilities and their families. The 
program ensures children at risk for disabilities have a “medical home” and receive 
developmental surveillance and screening from their primary health care provider.  
Children referred to the Early Intervention Program receive a comprehensive 
multidisciplinary evaluation to assess the child’s cognitive, physical, communication, 
social/emotional, and adaptive development.  Eligible children and their families receive 
ongoing service coordination services, Individualized Family Services Plans (IFSPs), and 
Early Intervention services included in their IFSP.   
 
The Universal Newborn Hearing Screening Program is within the BEI.  Newborn 
hearing screening program components include: conducting inpatient infant hearing 
screening prior to discharge from the birth facility; conducting follow-up infant screening 
or providing referrals to obtain follow-up screening on an outpatient basis for infants who 
fail or do not receive infant hearing screening prior to discharge; and, referring infants in 
whom a hearing loss is suspected to the Early Intervention Program for appropriate 
evaluation and early intervention services.   
 
Other Divisions within the Center for Community Health 
Division of Family Health/Title V staff work especially closely with the other Divisions 
within our Center on MCH-related issues. 
 
Mark Baptiste, Ph.D., directs the Division of Chronic Disease Prevention and Adult 
Health.  Assistant Director is Mr. Thomas Blake. Mr. Blake was for many years the 
Assistant Director in the Bureau of Child and Adolescent Health and is well acquainted 
with MCH issues. This division has as its mission increasing the years of healthy and 
independent life for New Yorkers.  The division promotes healthy lifestyles; recommends 
policies for chronic disease prevention in health care, educational, social and other 
community-based systems; and promotes health and continued independence for those 
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with chronic diseases and disabilities.  This division administers several programs that 
affect the maternal and child population.   
 
Within the Division of Chronic Disease Prevention and Adult Health, their Bureau of 
Health Risk Reduction oversees prevention efforts to reduce tobacco use and change 
diet and physical activity patterns. In addition, this bureau works closely with the Bureau 
of Child and Adolescent Health on youth tobacco programs.  The Bureau is working with 
the Bureau of Dental Health on a surveillance project.  When third graders were screened 
under the Oral Health Surveillance Project, trained staff also completed height and weight 
measurements.    
 
The Bureau of Health Risk Reduction is the organizational home for Activ8 KIDS!, a 
program for the prevention of childhood overweight and obesity. The components of the 
program include: centers for best practices, school and community partnerships, and 
initiatives in the child care setting.  The Activ8 KIDS! Booklet can be downloaded at 
http://www.health.state.ny.us/prevention/obestity/activ8kids/toolkits.docs/toolkit.pdf. 
 
The Bureau of Injury Prevention, directed by Ms. Susan Hardman, addresses injuries 
associated with motor vehicles, bicycles, recreation, poisoning, assaults, and suicide.  This 
unit has very strong ties to the Title V program. The primary prevention of violence, 
particularly intimate violence, is a priority with the Department for the coming years.   
 
The Division of Nutrition (DON), which is directed by Ms. Patricia Hess, administers the 
WIC Program, nutrition services for the homeless and destitute, nutrition training and 
technical assistance, and the Child and Adult Care Food Program.  Division of Nutrition 
collaborates with the Title V programs on issues relating to nutrition assessment and 
services, nutritional consultation for children with special health care needs and services 
for hard-to-reach, hard-to-serve individuals.  Examples of past DON/Title V collaborations 
include the Monroe County contract consolidation project, childcare health consultation, 
and joint WIC/Food Stamps/Medicaid/Child Health Plus application.  Title V has also 
collaborated with DON in initiating Eat Well, Play Hard, an intervention to prevent 
childhood overweight and long-term risks for chronic disease by promoting healthy eating 
habits and increased physical activity.  The Eat Well, Play Hard strategies targeted to 
children ages 2 and older are: increase the amount of developmentally-appropriate 
physical activity; increase consumption of fruits and vegetables; and increase 
consumption of 1% or less milk and low fat dairy products.   
 
The Division of Epidemiology (DOE), directed by Perry Smith, M.D., State 
Epidemiologist, is responsible for disease control and disease prevention efforts within the 
Department.  The Bureau of Sexually Transmitted Disease Control within DOE 
collaborates in the Title V funded chlamydia screening and treatment program with the 
Bureau of Women’s Health.  The Immunization Program is located within their Bureau 
of Communicable Disease Control.  The Division continues to work with the Title V 
workgroup on birth outcomes.  This Division is also charged with responsibility for new 
initiatives in HIV reporting and partner notification. 
 
Assistance from Outside the Center for Community Health 
The Bureau of Health Media and Marketing is responsible for coordinating the efforts 
of state and local governmental units, voluntary agencies, schools, health care facilities 
and other community resources to address the state’s priority health issues.   In this role, 
the bureau provides consultative and technical support services to department program 
units in designing, implementing and evaluating community-based health communications 
programs and social marketing strategies to reach target populations.  The bureau has 
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expertise in print production and distribution; mass media production and placement; 
market research and program evaluation; community development; direct marketing; 
satellite teleconferencing and other distance learning techniques; health education 
advocacy and training; conference and event planning; and interactive, computer-assisted 
instruction.   
  
The Office of Medicaid Management (OMM) is also within the Department of Health.  
This has resulted in a close organizational relationship that benefits maternal and child 
health programs for the Medicaid population.  OMM administers the Child/Teen Health 
Program, New York’s EPSDT program.  All health plans participating in the Medicaid 
Managed Care Partnership Plan and Child Health Plus must adhere to Child/Teen Health 
Program standards.  The Department works to ensure the quality of that care through 
formulation of Medicaid policy, through requirements for statewide certification and 
through surveillance of facilities and health plans.   In addition, the Family Health Plus 
Program is located within the Office of Medicaid Management.   
 
Since the Office of Medicaid Management is within the same agency as the Title V 
program, the Memorandum of Understanding is no longer thought necessary.  Title V 
and Medicaid staff drafted a “Title V/EPSDT Action Plan” to outline our mutual support 
for each program.  The Action Plan serves as a plan for coordination between the two 
programs; and states our shared goals for access, availability and quality of health 
services; and actions each program will take in collaboration with the other.  Title V staff 
worked with the Office of Medicaid Management on an EPSDT provider manual and on 
improving access to oral health services.   
 
The Office of Managed Care (OMC) oversees both commercial and publicly-funded 
managed care plans throughout the state.  OMC works very closely with a variety of 
maternal and child health programs, including those for children with special health care 
needs, and with our MCHSBG Advisory Council.  OMC was instrumental in assisting the 
Bureau of Women’s Health and Division of Family Health with the incorporation of Prenatal 
Care and Assistance Program standards into Medicaid Managed Care.  OMC staff has also 
worked with the Bureau of Dental Health on issues related to provider capacity.   
 
The Office of Managed Care has required health plans to coordinate their public health-
related activities with the local health units in each of New York’s 57 counties and the City 
of New York.  Guidelines were issued that describe required coordination activities for 
such areas as communicable disease control including tuberculosis, STD, rabies and HIV 
counseling and testing, and for maternal and child health programs including childhood 
lead poisoning prevention.  The guidelines encouraged managed care organizations to 
participate with local health departments in joint community health assessment processes 
that would identify and address local health problems and gaps in services and to assist in 
the mobilization of needed services as appropriate.  
 
The Child Health Plus Program is administered by the Division of Planning, Policy and 
Resource Development, which is located outside the Center for Community Health.  Title V 
staff and the MCH Advisory Council have offered policy input.  Child Health Plus also 
actively collaborates with the Title V-funded School Health Program, which is located 
within the Bureau of Child and Adolescent Health.  
 
The New York State Charles D. Cook Office of Rural Health (ORH), operates within 
the Division of Planning, Policy and Resource Development, under the direct guidance of 
the Deputy Commissioner for Policy.  The ORH provides the Department with guidance on 
the unique issues faced by rural communities in New York State.  ORH coordinates and 
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administers statewide rural health programs, disseminates information and technical 
assistance to rural providers, and participates in federal and state partnerships to 
influence rural policy development.  ORH implements state-funded programs including the 
Rural Health Network Development Program and the Rural Health Care Access 
Development Program, enacted under the New York State Health Care Reform Act.  The 
Office also administers the federally-funded Rural Hospital Flexibility Program, the Small 
Hospital Improvement Program and the Rural Access to Emergency Devices Program.  
The office is directed by Ms. Karen Madden.   
 
The AIDS Institute (AI), directed by Dr. Guthrie Birkhead, is responsible for 
coordinating the State’s response to the AIDS epidemic.  The AI works with community 
organizations and governmental agencies to assess need and to ensure a coordinated, 
coherent, statewide approach to the HIV/AIDS epidemic.  Among its responsibilities, the 
AI monitors and analyzes epidemiological and clinical developments in HIV/AIDS health 
care and prevention services; plans immediate and long-term objectives for HIV/AIDS 
health care and prevention services; provides policy advice on HIV/AIDS issues at the 
local, state and federal levels; develops funding strategies and priorities; administers 
state and federal funding for HIV/AIDS health care and prevention services; and produces 
educational materials to reduce the risk of HIV transmission and promote optimal use of 
health care services.   
 
New York was the first state to develop a comprehensive program of newborn HIV testing 
in which all mothers and their physicians will be notified if the infant’s test result is 
positive.  Under statute, HIV antibody testing was added to the statewide Newborn 
Screening Program.  Expedited testing is also available at time of delivery for those 
women who are not aware of the HIV status. 
 
AI also administers New York’s Partner Notification Law, passed in 1998.  The law 
enhanced existing AIDS case reporting and added reporting of newly-diagnosed HIV 
infection and HIV-related illnesses by physicians and laboratories to the State Health 
Commissioner.  The law mandates reporting of known contacts for the provision of 
partner notification assistance and conducting domestic violence screening prior to 
notification.    
 
The AIDS Institute works with Title V in New York State, and has established coordination 
and collaboration with Title V staff.   AI also participated in a consolidated MCH monitoring 
pilot with Title V and CCH programs serving the prenatal, postpartum, and birth-to-five 
population.  AI administers monies under Title II of the Ryan White Care Act. 
 
An important collaboration between Title V and the AIDS Institute is the Community 
Action for Prenatal Care (CAPC) Program.  This initiative seeks to engage high-risk, 
pregnant, HIV-positive women in early prenatal care.  CAPC is closely coordinated with 
the Community Health Worker Programs in overlapping regions of New York City and 
Buffalo.   
 
Title V programs also work in collaboration with programs within our Center for 
Environmental Health (CEH). CEH provides overall direction for environmental health. 
CEH also provides direct environmental services through ten district offices to counties 
whose local health departments do not provide environmental services.  
 
Within the Center for Environmental Health, the Bureau of Environmental and 
Occupational Epidemiology has responsibility for monitoring adverse reproductive 
outcomes through the Congenital Malformations and Chromosome Registries.  The 
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bureau conducts studies evaluating possible causes of these outcomes, and studies 
related to abatement of leaded housing and environmental exposure to lead.  
 
The Bureau of Community Sanitation and Food Protection works closely with MCH 
migrant health staff for issues related to migrant housing and is the liaison with the 
Department of Labor for issues related to migrant employment.  They also are charged 
with the responsibility of licensing children’s camps and investigating injuries and illnesses 
associated with camp attendance. 
 
The Office of Health Systems Management (OHSM) is the arm of the Department 
that licenses, monitors and regulates health facilities and agencies.  OHSM staff performs 
facility and home care agency surveys, review and approve plans for new services, and 
work to improve quality in regulated facilities and agencies.  Title V staff interact with 
OHSM staff on issues relating to standards and quality of care in facilities and agencies 
that serve the maternal and child population.  
 
The Emergency Medical Services for Children (EMSC) Program was administered by 
the Bureau of Emergency Medical Services in the Office of Health Systems Management.  
The EMSC Program enhanced emergency medical care for children. Title V representatives 
regularly attended the EMSC Advisory Committee meetings and provide needed input on 
the development of EMSC resources benefiting MCH stakeholders.  Last year, MCH and 
EMSC staff worked collaboratively to develop a brochure for families on how to be 
prepared for emergencies involving their child.  It contained a special section for families 
of children with special health care needs.  In addition, a reference card was developed on 
medical assessment and emergency treatment of technology-assisted children and was 
distributed to a variety of appropriate partners.    
 
The Wadsworth Center for Laboratories and Research is one of the most 
comprehensive laboratories devoted to public health in existence, providing analytical and 
diagnostic services, regulation and licensing, investigation, research, and education.   
 
The majority of the Wadsworth Center’s MCHSBG activities are based in the Division of 
Genetic Disorders, Laboratory of Newborn Screening and Genetic Services.  
Wadsworth performs specialized diagnostic and reference laboratory services; manages 
comprehensive statewide newborn metabolic screening programs; conducts a quality 
assurance program in cytogenetics, oncofetal antigens and DNA genetic testing; and 
undertakes research in genetics.  This laboratory also administers a registry of infants 
identified by newborn metabolic screening and tracks their referral to treatment centers.  
They provide oversight and fiscal administration for genetic screening and counseling and 
have supported the Federally-designated Region II genetic network, GENES.  Wadsworth 
Laboratories works closely with Division of Family Health to ensure those testing positive 
to genetic tests are linked to CSHCN Specialty Centers. 
 
Regional Offices are a cornerstone of our assessment, monitoring and technical 
assistance capacity. Out-stationed in the regions are approximately 278 public health 
staff, including Regional Public Health Program Nurses, Public Health 
Nutritionists, Epidemiologists, Public Health Representatives, Sanitarians and 
support staff, that are in contact with MCHSBG-funded and other MCH-related programs 
on a daily basis.  Through a strong regional presence, the Department is able to quickly 
recognize emerging local trends, effectively mobilize resources, coordinate and link 
program efforts, and provide a stable, long-term relationship with contractors and other 
key players in maternal and child health.   
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Figure 51. 
Core Public Health Services 
Delivered By MCH Agencies 
In New York State 

DIRECT 
HEALTH 

SERVICES 
 

Gap-filling personal 
services to pregnant women, 
mothers, infants and children  

 
Examples: 

Family Planning, Rape Crisis Program, 
Migrant Health Program, School-based Health  

Centers, American Indian Health Program, 
Dental Preventive Health  Program 

 
 

ENABLING SERVICES 
 

Help to access health care, health information 
and services 

 
Examples: 

Community Health Worker Program, Care Coordination,  
Health Education, Transportation, Translation, Outreach,  

Family Specialist, Infant Death Follow-up Services, Children with  
Special Health Care Needs, Physically Handicapped Children’s Program, 

Dental Rehabilitation Program  
 

POPULATION–BASED SERVICES 
 

Preventive and personal services available to all mothers, 
infants and children in NYS 

 
Examples: 

Newborn Metabolic Screening, Universal Newborn Hearing Screening, Blood Lead Screening,  
Injury Prevention, Adolescent Pregnancy Prevention Programs, Public Education, Infant/Child 

Mortality Review, Abstinence Education, Comprehensive Prenatal/Perinatal Networks,  
Growing Up Healthy Hotline 

 
INFRASTRUCTURE-BUILDING SERVICES 

 
Develops, maintains and supports access to high-quality maternal and child health services 

 
Needs Assessment, Surveillance, Evaluation, Planning, Program Development, Coordination, Standards Setting, 

Quality Assurance, Capacity-Building, Staff Development and Training, PH/MCH Training Initiatives, Collaborations, 
Insurance Initiatives (MA, CHP, FHP), Perinatal Data Systems, MCH Graduate Assistantship Program, the Lactation 

Institute, Preventive Medicine Residency, Dental Public Health Residency, State Aid to Localities, Fiscal Unit 
Support, Healthy Child Care New York, Comprehensive School Health Infrastructure, ACT for Youth, 

Training and Technical Assistance, Web-Based Training, Technical Assistance Center and Centers for Excellence.   
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a. State Capacity to Provide Direct Health Services 

 
Please see previous explanations of the Family Planning, Rape Crisis Program, the Migrant 
Health Program, School-based Health Centers, American Indian Health Program, and the 
Dental Preventive Health  Programs under Overall Capacity.   

 
Health Workforce:  According to HRSA State Health Workforce Profiles for New York, 
released in December 2000, New York had a total of 48,113 active patient care physicians 
in 1998.  At 265 physicians per 100,000 populations, New York is well above the national 
average of 198 per 100,000.  New York ranked second among the 50 states for physicians 
per capita.  New York had 73 active primary care physicians per 100,000 populations in 
1998, compared to 59 per 100,000 in the US.  Minorities are under-represented.  Only 
five percent of active physicians in New York are African American and four percent are 
Hispanic/Latino, compared to a general population of about 15% of each.   
 
New York is also fourth in the country for the number of dentists in the State, and fourth 
in the US for number of psychologists.  New York ranks 15 out of 50 for number of 
registered professional nurses, tenth for number of nurse practitioners, and first for 
number of home health aides.  New York ranks 48 out of 50 states for number of 
emergency medical technicians.   
 
These rates do not tell the full story, however.  While New York has plenty of personnel in 
terms of numbers, the distribution of health professions is uneven.  There are 1173 
Health Professional Shortage Areas (HPSAs) in New York.  The Federal government has 
helped support workforce development and to ease maldistribution through several Health 
Resources and Services Administration (HRSA) programs.   
 
According to HRSA’s State Profile for New York, in addition to the Block Grant and Ryan 
White Act funds, HRSA helps fund: 
 
• 36 Community/Migrant Health Centers; 
• 14 Health Care for the Homeless grantees; 
• one Health Services in Public Housing grantee; 
• 93 State loan re-payers; 
• 30 National Health Service Corps (NHSC) scholars; 
• 117 participants in the NHSC Loan Repayment Program; 
• 240 NHSC providers, including 133 primary care physicians, 8 non-primary care 

physicians, 32 physician assistants, 27 nurse practitioners, 27 dentists, and 13 
certified nurse midwives; 

• the State Office of Rural Health, two rural health outreach grants, one state rural 
hospital flexibility grant and three rural health network development grants; 

• nine training grants to improve workforce diversity; 
• 56 scholarship and loan programs for disadvantaged and/or financially needy students 

in health professions; 
• 101 training grants to improve access to health care for the underserved; 
• 12 training grants to improve public health; 
• five projects training maternal and child health professionals; 
• a Workforce Information and Analysis State Center for Excellence; 
• two emergency medical services for children grants; 
• five Healthy Start communities;  
• three Emergency Relief Assistance (Title 1) programs in the City of New York, 

Dutchess and Nassau Counties;  
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• a grant for HIV/AIDS care, including the AIDS Drug Assistance Program; 
• nine HIV/AIDS programs for children, youth and families; 
• one AIDS Educational Training Center; 
• seven new models of AIDS care;  
• 31 organizations providing oral health services to people living with HIV/AIDS; and  
• one traumatic brain injury grant. 
 
All of these programs share these common goals: to increase access to comprehensive, 
high-quality, primary and preventive care, to improve access for vulnerable and 
underserved populations, and to strengthen the safety net within communities to address 
the needs of the vulnerable populations at risk for poor health outcomes.  This assistance 
is helping New York and HRSA to meet mutual goals for “100% access, zero disparities.”     
 
The Governor’s budget set aside $58.4 M for health workforce recruitment and retention 
to help facilities continue delivering high quality health care to community residents 
during one of these challenging times for recruitment in health care. 
 
Public Insurance/Public Goods:  In the summer of 1996, the New York State Health 
Care Reform Act (HCRA) was adopted, fundamentally changing our State’s 
reimbursement system and providing new and innovative ways to pay for “public goods.”  
Under HCRA, beginning in January 1997, hospitals began to negotiate their own rates of 
reimbursement with all payers except Medicaid fee-for-service, no-fault automobile 
insurance, workers’ compensation, and Medicare.  Graduate medical education reform, 
charity care, rural health, primary care development, and insurance initiatives were all 
addressed by “HCRA ’96."  At the same time, Governor Pataki signed a Medicaid managed 
care bill making available to consumers more detailed information concerning health 
coverage options; establishing grievance procedures, due process protections, and 
standards for utilization review; and establishing requirements for adequate provider 
capacity and access to specialty care.  Integrated health networks began replacing more 
traditional delivery structures, producing a variety of new partnerships and enterprises. 
More and more New Yorkers began receiving their health care from managed care 
organizations.   
 
In December 1999, the Health Care Reform Act was renewed.  “HCRA 2000", as it is 
called, continued the State’s ability to provide for the public good and significantly 
expanded care for the uninsured and underinsured.  It enabled Family Health Plus, 
modeled on New York’s successful Child Health Plus Program, to make comprehensive 
health insurance available at no cost to lower-income, uninsured adults, ages 19 through 
64, who do not have employer-sponsored coverage and who are not eligible for Medicaid 
or Medicare. Like the arrangement for Child Health Plus, Family Health Plus enrollees can 
access services through participating managed care plans, and parents may join the same 
plans as their Child Health Plus- or Medicaid-enrolled children. Income eligibility varies 
depending on the applicant’s family size and whether or not he/she lives with a child.  
New York’s waiver to implement Family Health Plus was approved by the Center for 
Medicare and Medicaid Services (CMS) and is now implemented. 
 
Health Insurance Initiatives:  Improving and sustaining access to high-quality, 
continuous primary health care and treatment services are critical to improving health 
outcomes for all New Yorkers and achieving our public health and maternal and child 
health priorities.  The hallmarks of success will be prevention, early intervention, and 
continuity of care through establishing and maintaining a “medical home” for every New 
Yorker.  Success will also depend on the actual delivery of appropriate, high-quality, 
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comprehensive health services to people in need, and requires practitioners to be 
knowledgeable about and practice good preventive and therapeutic medicine.  
 
New York is committed to removing the most significant barrier to health care: lack of 
health insurance.  The reasons for being uninsured or underinsured were many.  Urban 
Institute data show that a smaller percentage of New York’s employers offer health 
insurance than in the US as a whole (64.0% in 1999 compared to 66.7% for the US).  
Many employers offer insurance for the employee only, and offer family coverage only at 
unaffordable high rates.  Families have testified that the rates offered are too high for the 
families to "buy in" to family coverage. As a result, they told us, fathers are covered by 
their employers, young children were covered by Child Health Plus, but many mothers 
and older children were not covered at all.  New York’s insurance programs for the 
uninsured and underinsured are helping. In addition to offering these families Child Health 
Plus, families like these were targeted for Family Health Plus, a State insurance program.  
The Healthy New York Insurance Program is also helping. 
 
Another very significant reason for the high rate of un-insurance was thought to be that 
the public did not always understand the difference between cash assistance and 
Medicaid.  Fewer people were applying for cash assistance and are waiting until they had 
an acute medical need before applying for Medicaid-only benefits. The Office of Medicaid 
Management then worked with Local Departments of Social Services to help remedy this 
situation. 
 
The high number of immigrants in New York State must certainly be another factor in the 
number of remaining uninsured. There has been misunderstanding among the 
documented immigrant communities regarding use of Medicaid and Child Health Plus 
being used to “count against” immigrants as having used public services (a “public 
charge”).  The Immigration and Naturalization Service (INS) has issued statements to try 
to correct this misinformation about public charge, and Office of Medicaid Management 
has also provided guidance to local districts on this ruling. 
 
There have been three situations in which undocumented immigrants in New York have 
been entitled to government coverage:  1.) uninsured children are eligible for Child Health 
Plus under the state-financed portion of the program; 2.) anyone accessing care at an 
emergency room has been eligible for emergency Medicaid; and 3.)poor, undocumented 
immigrant women were eligible for prenatal care.   

 
In May 2000, the United States Court of Appeals for the Second Circuit, in Manhattan, 
ruled that undocumented immigrant women are not entitled to federally financed prenatal 
care.  This ruling overturned a 1991 Federal District Court Lewis v. Grinker ruling that 
ordered the federal government to provide prenatal care (care of the unborn) for 
undocumented immigrants.  The children born of those pregnancies, who are US citizens, 
are still automatically eligible for one full year of Medicaid benefits after their birth.  The 
Court of Appeals sent the ruling back to a lower court for a decision as to how to carry out 
this ruling, which would affect approximately 13,000 women.  It was decided that 
undocumented immigrant women would continue to receive prenatal care until the lower 
court provided guidelines.  

 
Then, Governor Pataki signed Chapter 16 of the Laws of 2002, which amends the Social 
Services Law to continue to provide Prenatal Care Assistance Program (PCAP) coverage to 
undocumented aliens as a State-only funded program.  This became effective February 1, 
2002.  Now, no matter what the court ruling on Lewis v. Grinker, undocumented women 
in our State will be able to receive comprehensive services under PCAP.   
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Ensuring access to health care coverage for the uninsured and underinsured remains a 
very high priority in New York State. New York State’s Title V Program will continue to 
work with Medicaid, Medicaid Managed Care, Healthy New York, Child Health Plus 
and Family Health Plus to address access to care through these major public insurance 
programs.   

 
Medicaid and Child Health Plus A (Children’s Medicaid):  There have been major 
expansions in New York's Medicaid Program over the last few years relative to the 
maternal and child health population.  Medicaid also administers or provides access to 
several special programs and federal waivers designed to improve the health of Medicaid-
eligible women and children.  County governments play a major role in administration of 
Medicaid and TANF in New York; counties contribute 25% of the costs for these programs.   

 
Most children under age 19 who have been determined eligible for Medicaid now receive 
12 months of continuous coverage, even if their family’s income exceeds eligibility 
levels during that year.  Infants up to one year of age through five may be eligible with 
incomes up to 200% FPL.  Children ages one through five may be eligible with incomes up 
to 133% of the Federal Poverty Level, and children from age 6 through 18 years of age 
may be eligible with incomes up to 100% of the Federal Poverty Level.  There is no 
resource test for Medicaid eligibility for children under age 19. 
 
Pregnant women may be eligible with incomes up to 200% of the FPL and have no 
resource test.  Coverage continues through 60 days postpartum.  An infant born to a 
woman eligible for and receiving Medicaid is eligible for Child Health Plus A until the end 
of the month in which the child turns age 1. 

 
The Family Planning Extension Program: Women and adolescents residing in New 
York State and insured by Medicaid during their pregnancy who lose Medicaid eligibility for 
any reason are eligible for up to 26 months of family planning benefits immediately 
following their pregnancy. These women are eligible whether their pregnancy ended in 
miscarriage, live birth, stillbirth or induced termination. At present the program is only 
available from our contracted Family Planning Providers. Undocumented women are 
eligible for this program. The federal Medicaid Program supports 90% of the cost of family 
planning services for eligible women. The benefit package includes all services normally 
provided by family planning programs for their patients.   

 
There is also a Family Planning Benefit Program, the waiver for which was approved 
by the Centers for Medicare and Medicaid Services (CMS).  One of the major limitations of 
the Family Planning Extension Program is that a woman needs to first become pregnant to 
be eligible for its services.  Governor Pataki and the Legislature addressed this issue by 
expanding family planning eligibility based solely on the countable income being below 
200% of the Federal Poverty Level, regardless of previous Medicaid eligibility or 
pregnancy. Both men and women are eligible. New York is one of a limited number of 
states that have pursued this approach.  Under the waiver, Federal Medicaid will support 
90% of the cost of contraceptive services for eligible women and men and the State pays 
the other 10%.  No local share is required of the counties.  

 
Pregnant women and infants under age one who have countable income at or below 
200% of the Federal Poverty Level (up from 185%), are eligible for Medicaid.  With this 
Medicaid expansion, more pregnant women can now choose to enroll in the clinic-based 
Prenatal Care Assistance Program (PCAP), or MOMS, the private physician model, 
for a special package of prenatal care services:  nutrition screening and referral, 
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psychosocial screening and referral for needed services, health education on a wide 
variety of topics, laboratory services, prescriptions, inpatient care, antepartum and 
postpartum services, and related services such as dental services and home visiting, as 
needed.  PCAP and MOMS also offer presumptive Medicaid eligibility for women seeking 
coverage, a streamlined way to obtain care immediately where eligibility is verified after 
the fact.  As previously stated, PCAP will continue to be available to low-income 
undocumented pregnant women as a State-only funded initiative.   

 
Timely, risk-appropriate, coordinated, comprehensive prenatal care is provided to all 
Prenatal Care Assistance Program (PCAP) and MOMS Program enrollees.  PCAP and 
MOMS require adherence to Part 85.40 standards of prenatal care, and all managed care 
plans serving Medicaid women are required to adhere to these comprehensive standards, 
as well.  The provision of high quality prenatal care and appropriate level of care 
mandated by the standards was shown to reduce low birth weight rates among Medicaid 
women, particularly minority women, when compared to non-participants. In studies 
comparing Medicaid women receiving care under these programs with Medicaid women 
receiving other types of prenatal care, PCAP and MOMS clients had consistently better 
birth outcomes, and these outcomes were better even at the lower birth weights. 
Presumptive eligibility helps ensure timely entry into care. 

 
The Newborn Project has taken steps to enroll all newborn children born of women on 
Medicaid within fifteen business days of birth.  In this way, Medicaid coverage is assured 
for babies during the first year of life, a critical time for many babies born to low-income 
families.  Enrollment is now facilitated via the Statewide Perinatal Data System (SPDS), 
or, in New York City, the electronic birth certificate.   

 
Medicaid provides comprehensive health care to both medically needy and categorically 
eligible children in the State under the aegis of EPSDT, known in New York as the 
Child/Teen Health Program (C/THP).  Using a broad definition of medical necessity, 
Medicaid covers medical, mental health and substance abuse in a rich service package. 
New York is currently reviewing their EPSDT standards, and recently developed a new 
provider manual describing the EPSDT benefit, and adopting the American Academy of 
Pediatrics Guidelines as their standard of care, except in cases where State law 
contravenes. Title V staff were involved in the process. 

 
Medicaid has also undertaken many special initiatives to promote access to quality care 
for children: 
 
• Teenage Services Act (TASA) Case Management:  More than half of our county 

departments of social services choose to meet their state obligation to provide TASA 
case management to pregnant, parenting and at-risk teenagers through Medicaid 
targeted case management. 

 
• Early Intervention (EI):  Medicaid provides targeted case management and the full 

complement of EI services to developmentally delayed, Medicaid-eligible children ages 
birth to three participating in New York’s Early Intervention Program.   

 
• Preschool and School Supportive Health Program:  For Medicaid-eligible children 

ages three through twenty, Medicaid also reimburses counties and school districts for 
the provision of a wide array of medically-related services in the students’ 
individualized educational programs.  
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• Medicaid reimburses school-based health centers located in designated high-need 
areas of the State that meet children’s health, mental health and dental needs in the 
school setting.  

 
• Several federal Home- and Community-Based Services Medicaid Waivers allow 

the State to provide non-traditional services in the community to populations of 
special needs children who qualify for institutional placement.  There are waivers 
specifically for physically disabled children and for developmentally disabled children 
who would not otherwise qualify for Medicaid coverage.  Developmentally disabled 
children may participate in a waiver program that includes the family home, as well as 
small-scale residential alternatives to Intermediate Care Facilities and a wide array of 
habilitative services to developmentally disabled adults and children.  There is also a 
waiver operating in many counties in the State to cover children who have serious 
emotional disturbances.  This waiver provides innovative treatment to children who 
would ordinarily be in in-patient psychiatric settings. Recently the age of eligibility for 
the Traumatic Brain Injury Waiver was lowered from age 22 to age 18 and the 
requirement that the age at which the injury occurred be after the individual turned 18 
has been removed. 

 
• Medicaid has also utilized fee enhancement as an approach to promoting access to 

quality care.  The Preferred Physicians and Children’s Program (PPAC) has been 
in operation for over ten years and has brought and retained thousands of highly 
qualified pediatricians, family practitioners and nurse practitioners into Medicaid.  

 
• In marketing the Medicaid program for children statewide, the State has adopted the 

name Child Health Plus A for children’s Medicaid.  It was hoped that this might 
remove any perception parents might have of a stigma attached to Medicaid.  The 
name change also underscores efforts to make the two programs as seamless as 
possible. 

 
• Medicaid has collaborated extensively for several years with the State Office of 

Children and Family Services to improve access to health care services for children in 
Foster Care by upgrading the eligibility process, revamping policies and procedures, 
sharing Foster Care Medicaid data with counties, and troubleshooting the child care 
agency rate-setting process.  Title V staff have been involved, as well.  Many major 
improvements to care have resulted for this special needs population. 
 

Medicaid Managed Care:  More New Yorkers than ever before are receiving care 
through managed care providers.  According to the Medicaid Managed Care Monthly 
Enrollment Report, enrollment as of May 2003 and April 2004, is as reflected in the chart 
below.  
 

Table 26.  Medicaid Managed Care Enrollment by Location 
Source:  NYSDOH Office of Managed Care 

Enrollment As of May 2003 
 Total # Eligibles Total # Enrollees % Eligibles Enrolled % Of Target Enrolled 
New York City 1,653,412 1,116,564 68% n/a 
Rest of State 799,031 452,130 57% n/a 
Total NYS 2,452,443 1,568,694 64% n/a 

Enrollment as of April 2004 
 Total # Eligibles Total # Enrollees % Eligibles Enrolled % Of Target Enrolled 
New York City 1,868,310 1,341,965 71% 89% 
Rest of State 898,740 515,087 56% 70% 
Total NYS 2,766,870 1,857,870 67% 83% 
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Mandatory Medicaid managed care represents the single greatest effort the State has 
made to ensure that every New Yorker with Medicaid has access to high-quality primary 
care in a “medical home” model.  This ensures that more care takes place within the 
context of the primary and preventive care setting, with less reliance on more expensive 
and less continuous forms of care, including the emergency rooms.   
 
Health Plans participating in Child Health Plus A (Medicaid) and B are required to submit 
New York’s Quality Assurance Reporting Requirements (QARR) reports annually.  
Among other measures, the QARR contains measures of preventive care and health 
outcomes related to maternal, infant, child and adolescent health. 
 
According to the Quality Assurance Reporting Requirements (QARR) Report, there have 
been significant advances in the quality of care for individuals in Medicaid managed care.  
With eight years of QARR data, we have seen a trend in which the difference between the 
historically under-served Medicaid population and those individuals with private insurance 
has narrowed or disappeared with respect to primary care access and receipt of 
preventive services.  There has been continuous improvement in usage of screening 
mammograms, cervical cancer testing, and immunizations. In addition, with respect to 
care of people with chronic diseases like asthma, heart disease and diabetes, there has 
been an improvement in the delivery of recommended interventions that will positively 
impact health outcomes.  The Department, providers and plans are engaged in prioritizing 
areas for further quality improvement, which is further advancing the health status of 
New Yorkers.  
 
The Child Health Plus B Program: Child Health Plus B provides free or low-cost private 
health insurance to children from age one month to age 19 in low-income working 
families who are not eligible for Medicaid. The program is paid for through a combination 
of state funding and federal funding under Title XXI, the State Child Health Insurance 
Program (SCHIP).  The program encourages parents to seek routine primary and 
preventative care, resulting in healthier children.  
 
The Child Health Plus B Program holds the potential for near universal coverage of New 
York’s children.  Currently, families with incomes at or below 250% of the FPL, or $47,125 
for a family of 4, are eligible for subsidized health insurance coverage under Child Health 
Plus.  Coverage for those under 160% FPL is free. Premium contribution for families 
between 160 and 222% is $9 per child per month, with a maximum of $27 per family per 
month.  For families with incomes between 222 and 250% FPL, the contribution is $15 per 
child per month, with a maximum of $45 per family.  For families with incomes over 
250% of the FPL, Child Health Plus B is available at full premium. There are no co-
payments for services.  Table 27 below indicates current eligibility levels.   
 
 

Table 27.   2006 Income Eligibility Levels for Child Health Plus A and B 
(Based on Initial 2006 Federal Poverty Levels)  

Child Health Plus A – Children’s Medicaid 
Monthly Income for Family Size** Age Categories for 

Children 1 2 3 4 5 6 7 8 
Each Additional 

Person, Add 
Children under 1 year; 
Pregnant women** $1634 2200 2767 3334 3900 4467 5034 5600 $567 

Children 1 –  5 years $1087 1463 1840 2217 2594 2971 3348 3724 377 

Children 6 - 18 years $817 1100 1384 1667 1950 2234 2517 2800 284 

**Pregnant women count as two when determining family size. 
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Child Health Plus B 
Monthly Income for Family Size** 

Premium Category 
1 2 3 4 5 6 7 8 

Each Additional 
Person, Add 

Free Insurance $1306 1759 2213 2666 3119 3573 4026 4479 $454 
$9 per Child per Month 
($27/family max.) $1813 2442 3071 3700 4329 4958 5587 6216 629 

$15 per Child per 
Month 
($45/family max.)  

$2042 2750 3459 4167 4875 5584 6292 7000 709 

Full Premium per Child 
per Month 

Over  
$2040 

Over 
2750 

Over  
3459 

Over  
4167 

Over  
4875 

Over  
5584 

Over  
6292 

Over  
7000  

**Pregnant women count as two when determining family size. 
 
These eligibility levels are updates on the NYSDOH public website at:    
http://www.health.state.ny.us/nysdoh/chplus/who_is_eligible.htm 
 
As of April 2005, a total of 321,569 children were enrolled in Child Health Plus B and an 
additional 75,000 were enrolled in Child Health Plus A.  See Table 28 for the number of 
children enrolled in each age group.  Approximately 14.9% of the children ever enrolled in 
the national child health insurance program in 2004 were New York State-enrolled Child 
Health Plus children.   
 
According to a recent report by the Urban Institute, the extent to which Medicaid and 
Child Health Plus reach uninsured children varies with the characteristics of the child.  
Younger children participate at higher rates than older children.  Also, children with health 
issues were more likely to participate than other children.  This is not surprising, given 
that younger, sicker children tend to have more contact with the health care system. 

 
The Family Health Plus Program:  With the enactment of the Health Care Reform Act 
of 2000, the Governor and the Legislature authorized the Department of Health to apply 
to CMS for an amendment to the Partnership 1115 Waiver, which when approved, 
enabled New York to establish the Family Health Plus Program.  Like the Child Health 
Plus B Program, this program offers comprehensive health insurance at no cost to low-
income, uninsured individuals who are not income-eligible for Medicaid due to income or 
resources.  However, unlike the Child Health Plus B Program, Family Health Plus is a 
Medicaid funded program and it is for adults only.  As of April 2004, enrollment in Family 
Health Plus exceeded 390,000.  To qualify, the individuals must be between the ages of 
19 and 65 and not meet the criteria for Medicaid but meet the following income criteria: 
 

Table 28.  Number of Child Health Plus Enrollees by Age, by Point in Time 
December 1997, May 1998 and 1999, March 2000, April 2001, -02, -03, -04, -05 

May ‘98 May ‘99 March ‘00 April ‘01 April ‘02 April ‘03 April ‘04 April ‘05 April ‘06 Age
s # % # % # % # % # % # % # % # %   
Birth
- 
1 Yr. 

5,013 3 9,086 3 13,122 2.7 10,339 2 10,471 2 7,916 2 6,073 1.7 3,846 1.2 3804 1.0

1 – 
9  110,845 57 180,528 55 260,018 53.5 254,419 51 250,880 47 192,648 46 167,441 46 142,532 44.3 156933 41.7

10 – 
14  

52,019 27 87,851 27 133,168 27.4 146,073 29 164,223 31 126,325 30 109,444 30.1 98,394 30.6 120788 32.1

15- 
19.1 24,354 13 49,716 15 79,707 16.4 90,107 18 111,588 21 89,059 21 81,020 22.3 76,797 23.9 94506 25.1

Total 191,385 327,181 486,015 500,993 537,162 486,015 359,910 321,569 376,031 
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• In the case of an adult with children under the age of 21, gross family annual income 
is up to 150% of the Federal Poverty Level or $30,000 for a family of four.   

• In the case of a single adult, gross family income is up to 100% of the Federal 
Poverty Level or $9,800 per individual.   

 
Current eligibility is as follows in Table 29.  
 

Table 29.  Maximum Gross Annual Income for Family Health Plus 
Effective January 1, 2006 

Family Size Maximum  
Income Single 

Adult 
Couple, No 

children 2 3 4 5 6 7 
Each Add’l 
Person, Add:  

Yearly 
Income $9800 $13200 $19800 $24900 $30000 $35100 $40200 $45300 +$5100 

Monthly 
Income $817 1100 1650 2075 2500 2925 3350 3775 +$425 

Weekly 
Income $188 253 380 478 576 675 773 871 +$98 

Resource 
Level $12450 16200 16200 18300 18450 18600 20400 22950 +$2550 

 
Family Health Plus does not consider assets and other resources in determining eligibility. 
The Family Health Plus managed care benefit package is similar to that of Child Health 
Plus, covering: 
 
• physician services; 
• inpatient and outpatient health care; 
• prescription drugs and smoking cessation products; 
• laboratory tests and x-rays; 
• vision, speech and hearing services; 
• rehabilitative services (some limits may apply); 
• durable medical equipment; 
• radiation, chemotherapy, and hemodialysis; 
• emergency room visits and emergency ambulance services; 
• behavioral health and chemical dependence treatment services (some limits may 

apply); 
• hospice services; 
• diabetic supplies and equipment; and  
• dental services (if offered by the plan).   
 
A toll-free help-line is currently available at 1-877-934-7587 or 1-877-9FHPLUS.   
 
Coordination:  Under these initiatives and expansions, the Department is striving to 
make the transitions between these systems seamless to the consumer in every way 
possible.  Facilitated enrollers provide outreach and application assistance to Medicaid, 
Child Health Plus and Family Health Plus programs and a joint Medicaid-Child Health Plus-
Family Health Plus-WIC application has been implemented. To facilitate children’s 
retention of their primary care provider, most Child Health Plus providers are also 
Medicaid managed care providers.  Many of the Family Health Plus providers participate in 
Medicaid managed care, as well.  Quality is also being monitored in a coordinated fashion, 
with plans participating in New York’s public insurance program required to submit reports 
annually.   
 
The Title V programs continue to have a role in outreach, enrollment, standards 
development, quality assurance and evaluation.   
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The Physically Handicapped Children’s Program:  Within the Children with Special 
Health Care Needs Program, there is a state-reimbursed program for financially-eligible, 
non-Medicaid-enrolled children afflicted with certain handicapping medical and dental 
conditions.  The program also has a component that will pay for a number of visits in 
order to reach a diagnosis on a physically handicapping medical or dental condition, called 
the Diagnosis and Evaluation Program (D & E Program).   
 
Dental Rehabilitative Services: Dental rehabilitative services are available both under 
the Medicaid Program and the Physically Handicapped Children’s Program.  Screening 
clinics are provided in Article 28 facilities in New York City and Nassau and Suffolk 
Counties.  The Department piloted a new process for the Dental Rehabilitation Program in 
Upstate counties that bypasses screening clinics and allows initial evaluations to be done 
by the child’s orthodontist.  In all Upstate counties, children who are financially eligible for 
services have direct access to orthodontists who perform screening exams and request 
authorization for the services through NYSDOH.  Additional Diagnostic and Evaluation 
funds are used for non-Medicaid recipients who sought services under the Physically 
Handicapped Children’s Program.   
 
School-Based Health Centers:  School-based health centers were established in New 
York under Chapter 198 of the Laws of 1978.  Under this statute, school-based health 
centers are jointly established by the Commissioner of Education and the Health 
Commissioner.  New York establishes these centers only in areas of high need for services 
and under the auspices of an Article 28 facility (hospital or diagnostic and treatment 
center).  New York currently has over 180 of these centers, serving approximately 
120,000 children.  In 2005, the Department began authorizing freestanding school-based 
dental services under this same provision of law. 
 
Federally Qualified Health Centers/Community Health Centers:  As the state 
primary care agency, the Department of Health is a partner to a three-way Cooperative 
Agreement with the US Public Health Service and the Community Health Care 
Association of New York State (CHCANYS), the organization representing the bulk of the 
Federal 330 contractors in New York.  This cooperative agreement provides the basis for 
mutual support of primary care development. Community Health Centers are often 
contractors for DOH initiatives under MCH, Family Planning, School-based Health Center 
and the Primary Care Initiatives.  CHCANYS and Department staff will assist localities with 
obtaining designation as a medically underserved are or a health professional shortage 
designation.   
 
Other Primary Care and Insurance Initiatives:  Under the Health Care Reform Act 
(HCRA), funding is designated to encourage education of minorities in health 
professions, and monies are available for loan repayment. 
 
The Healthy New York Insurance Program is available to pay health insurance 
premiums for employers with 50 or fewer employees who have not offered health 
insurance to their employees for at least one year.  In addition, individuals whose 
employers do not offer health insurance coverage or who lost their coverage may 
purchase comprehensive health insurance directly through the Healthy New York 
Program. All of the State’s Health Maintenance Organizations (HMOs) are required to offer 
the Healthy New York standardized, steam-lined, low-cost managed care benefits 
package. The cost of the coverage is split between the employer and the employee.  
There is a mandated 90% reimbursement rate for claims between $30,000 and $100,000 
per member per year. Governor Pataki recently announced that premiums under the 
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Healthy New York Program were cut by an average of 17%, making the program even 
more affordable.  
 
Eligibility requirements for working, uninsured individuals are as follows: 
• The individual’s employer does not provide health insurance; 
• The individual’s gross family income meets the guidelines in the chart below; 
• The individual did not have health insurance in effect for the 123-month period 

preceding application or lost insurance due to a qualifying event (loss of employment, 
death of a family member, change to a new employer, change in residence, 
discontinuation of a group health plan, termination or cancellation of COBRA coverage, 
legal separation or divorce, annulment, loss of eligibility for group insurance coverage, 
reaching the maximum age for dependent coverage);  

• The individual is ineligible for Medicare; 
• The individual resides in New York; and  
• The individual or the individual’s spouse is currently employed or has worked some 

time in the past year. 
 

Table 30. Healthy New York Income Guidelines* 
As of January 1, 2006 

*Family size is not related to whether you are purchasing individual, spousal or family 
coverage.   

Pregnant women count as two people for the purpose of calculating family size. 
Family Size Annual Household Income Monthly Household Income 

1 Up to $25,125 Up to $2,094 
2* Up to $33,375 Up to $2,782 
3 Up to $47,625 Up to $3,469 
4 Up to $49,875 Up to $4,157 
5 Up to $58,125 Up to $4,844 

Each extra 
person 

Add $8,250 Add $688 

 
New York in 1992 passed a landmark community ratings law that established subsidies 
for insurance companies serving the individual and small groups market.  This law allows 
insurers that serve these markets to draw down donations to a pool to cover costs of 
serving a disproportionate number of sick enrollees due to adverse selection.   
 
The Catastrophic Insurance Program assists low-income, uninsured New Yorkers 
facing devastating medical bills.  HCRA also created a new Individual Health Insurance 
Program to defray the cost of premiums for people with incomes below 200% FPL, and a 
Cancer and Children Initiative provided grant funds to health care providers to expand 
access and quality of cancer services and for specialty cancer and children’s hospitals.  
The AIDS Drug Assistance Program helps employed persons with HIV or AIDS 
purchase expensive medications that they need to control their illness.    
 
The Community Health Care Conversion Demonstration Project (DHCCDP) is a 
federally funded initiative targeted to those hospitals that historically have served a 
substantial number of Medicaid recipients and the uninsured.  The project’s aim is to 
assist hospitals in transitioning to a Medicaid managed care environment and to continue 
to meet the health care needs of low income New Yorkers.  During the five years of this 
program, $1.25 billion was awarded to hospitals on a non-competitive formula basis. 
Funded hospitals were asked to focus their activities within three broad areas: worker 
retraining; primary care expansion and managed care readiness. 
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In 2000, New York State ranked third nationally for number of physicians per 100,000 
civilian population, and third in per capita health care expenditures.  However, New York 
has 315 federally-designated medically-underserved areas/medically- 
underserved populations and 1173 designated health professional shortage 
areas, mostly rural and inner-city areas.  Access to care in rural areas is especially 
variable.  Providers are usually clustered in small cities and towns, but are caring for 
residents whose homes are scattered over larger geographic areas.  Access problems can 
be exacerbated by a shortage of health personnel and by fiscal constraints of rural health 
care facilities.  HCRA 2000 continued numerous provisions designed to assist rural areas 
and rural hospitals.  Local communities are assisted in completing their applications for 
shortage designation by staff from the Department of Health.   
 
The New York State Council on Graduate Medical Education has been involved in 
developing policies that support the education of primary care physicians, expanding 
opportunities for training of physicians who are under-represented minorities, and 
expanding use of community-based ambulatory care sites as training sites for physicians.  
In addition, New York’s Area Health Education Centers are expanding opportunities for 
training students in primary care and for engaging students in health careers.  
 
As the designated Primary Care Organization, the State Health Department sponsors 
or collaborates with several programs designed to increase the health workforce in 
underserved areas of New York State.  These include the federally-funded National 
Health Service Corps loan repayment and scholarship programs and a state-funded 
scholarship program, the New York State Regents Scholarship Program in Medicine 
and Dentistry.   
 
The National Health Service Corps, with two program components, is highly 
competitive.  The National Health Services Corps Loan Repayment Program pays up 
to $25,000 annually for two years and $35,000 annually for two renewal years.  There is 
one year of obligated service for each year of assistance.  The National Health Services 
Corps Scholarship Program pays tuition, fees, books, supplies, equipment and a 
monthly stipend.  The program will pay for up to four years of assistance, with one year 
of obligated service for every year of assistance.  The Regents Scholarships in 
Medicine and Dentistry Program gives disadvantaged minority candidates priority in 
accessing up to $5,000 annually in tuition, fees, books, supplies and equipment for up to 
four years, with one year of obligated service for each year of assistance. 
 
Private Sector Resources: New York remains a world center for commerce, learning, 
finance and the arts.  In a time of increasing government fiscal restraint and increasingly 
complex social and health issues, private sector resources are increasingly called upon to 
help improve the health of communities.  Businesses hold great purchasing power as 
suppliers of employee benefits and purchasers of health insurance coverage.  Business 
and unions have helped to set the health care agenda and to assist New York in meeting 
goals for health insurance enrollment, as well.  To enhance its competitiveness in national 
and international markets, and to retain its international stature in business, education, 
the arts, research and development, continued collaboration from all sectors, including 
business and private concerns, is expected, enlisted and enjoyed.  The New York State 
Department of Health regularly partner with the private sector to address issues related 
to health, education and public health and safety.  Business is a major force in ensuring 
access to health care and insurance coverage for all New Yorkers.   

 
According to the National Survey of America’s Families (NSAF), private employer-
sponsored health insurance in 1999 covered about 70.8% overall of adult New Yorkers 
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ages 19 to 64 and about 64% of those under age 19.  Not surprisingly, the percentages 
are higher in those with incomes over 200% of the Federal Poverty Level, where 
employer-sponsored insurance covers 84.6% of adult New Yorkers ages 19 to 64, and 
86.5% of those under age 19.  (US averages are 83.7% and 85.3%, respectively.)   

 
Overall, New York is also doing better than the US average for insuring the poor 
uninsured.  NSAF data shows 16.1% of New Yorkers under age 19 and under 200% of the 
Federal Poverty Level to have been uninsured in 1999, compared to 22.4% as the US 
average.  For adults ages 19-64 under 200% of poverty, 32.1% of New Yorkers are 
uninsured, compared to 34.9% as the US average.   

 
 

b.    Capacity to Deliver Enabling Services 
 

Please see descriptions of Community Health Worker Program, Care Coordination 
Waivers, Health Education, Transportation, Translation, Outreach, Family Specialist, 
Sudden Infant Death Follow-up Services, the Dental Rehabilitation Program, Children with 
Special Health Care Needs, Physically Handicapped Children’s Program.  

 
Healthy Start: Many of the federal Healthy Start grantees are also grantees of New York 
State Department of Health under the Comprehensive Prenatal/Perinatal Services 
Network initiative. The Networks were initially funded under Title V, but have now moved 
onto a different source of funding.  However, the need for close association with Title V 
programs continues in order to maximize our mutual effectiveness.  During the past year, 
Healthy Start grantees met with the Department on a number of occasions to explore 
opportunities for collaboration.  The Department holds periodic meetings (at least two per 
year) with Healthy Start grantees in order to foster better communication, explore areas 
for potential collaboration and share late-breaking developments.  Regional staff meet 
with the Networks on a routine basis. 
 
Family Support New York: The goal of this collaborative is to advance an agenda that 
transforms public/private systems and services to support and foster empowerment of 
families in New York State.  The Council on Children and Families is the lead agency.  
Other members include the Department of State, the Department of Health, the Office of 
Children and Family Services, the Office of Mental Health, the Office of Mental Retardation 
and Developmental Disabilities, the Family Development Association of New York State, 
Family Support NYS, and various community and parent representatives. 
 
Adolescent Pregnancy Prevention and Services (APPS) Program:  The Office of 
Children and Family Services also administers the Adolescent Pregnancy 
Prevention and Services (APPS) Program, providing prenatal support and parenting 
education to high-risk teens in high need communities.  
 
Family Planning/TANF Outreach:  In 2006, the State Legislature allocated $10 M in 
funding from the federal Temporary Assistance to Needy Families (TANF) Block 
Grant to the Department of Health for outreach and education activities to prevent 
unintended pregnancies. Family Planning Program providers provide outreach and 
education activities in community settings, including schools, to educate children and 
adults regarding reproductive health and to provide programs to prevent adolescent 
pregnancy.  TANF funding expanded the program consistent with state and federal 
priorities, including:  
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• increased community education, public information and counseling to prevent 
adolescent pregnancy and increase access to clinic service for sexually active teens;  

• increased outreach to women not likely to seek services, especially underserved 
minorities, homeless and substance-abusing women; 

• improved access in underserved areas to women and adolescents at risk for 
unintended pregnancy.   

 
Coordinated Children’s Services Initiative (CCSI): The Coordinated Children’s 
Services Initiative (CCSI) is a cross-systems process for serving children with special 
emotional and behavioral services needs that builds upon legislation enacted in 2002.  
The process utilizes strength-based approaches, consistent and meaningful family 
involvement, individualizing planning, and encourages creative, flexible decision-making 
and funding strategies.  CCSI Statewide Partners are:  Family Representatives, Office of 
Mental Health, State Education Department, Office of Children and Family Services, 
Council on Children and Families, Division of Probation and Correctional Alternatives, 
Office of Mental Retardation and Development Disabilities, Department of Health, NYS 
Commission on Quality of Care and Advocate for Persons with Disabilities, and the 
Developmental Disabilities Planning Council. 
 
Priority areas for CCSI include the development and delivery of training and technical 
assistance related to building and sustaining local systems of care, including a family 
advocacy training curriculum.  CCSI continues to work to implement the comprehensive 
set of recommendations for improving services for children who have cross-systems 
needs (developed in 2004). 
  

 
c.  Capacity to Deliver Population-Based Services 
 
The Bureau of Women’s Health supervises the operation of the toll-free Growing Up 
Healthy Hotline (1-800-522-5006 and TTY 800-655-1789).  The hotline provides 
information to pregnant women, mothers, children and adolescents, and helps to ensure 
access to needed maternal and child health services.  It operates 24 hours per day/seven 
days per week, with both English- and Spanish-speaking operators.  Answering services 
are contracted to The Health Association of Rochester, a not-for-profit 
telecommunications group that specializes in community information and referral services.  
A requirement of the contract is that callers will be immediately connected to an 
information specialist, with no busy signal or answering tape, at least 94% of the time.  
The contractor actually achieves 98%, which is one of the best performances in the 
nation.  In order to maximize its usefulness, the Growing Up Healthy Hotline provides 
services for the hearing-impaired and to people who are not English- or Spanish-speaking 
through the AT&T Language Line, extending the number of languages available to callers.   
 
In 2005, the Growing Up Healthy Hotline provided information to 60,953 callers (up from 
59,191 callers in 2004) on a variety of maternal and child health issues, including 
information on eligibility for programs and the location of the nearest services.  This total 
does not include 6,425 calls that were nuisance, hang-ups or otherwise erroneous.  Over 
six percent (6.1%) of calls are handled in languages other than English.  Of these calls, 
3,584 or 5.9% (up from 3,131 or 5.7% last year) of the total calls were from Spanish-
speaking callers and 162 or 0.2% of the calls were in languages other than English or 
Spanish, compared to 119 calls last year.   
 
In 2005, callers requested assistance in the following areas:  adult insurance 0.2%, 
breast and cervical screening 0.1%, Child Health Plus 4.2%, child/adult care food program 
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0.2%, dental/orthodontia 0.8%, early intervention 2.2%, educational materials 0.6%, 
Family Health Plus 1.9%, family planning 2.1%, farmer’s market 6.2%, food and nutrition 
programs 0.4%, health department programs 1.2%, immunizations 0.3%, Medicaid for 
adults 4.0%, Medicaid for children 1.0%, newborn screening 0.5%, pregnancy care 
11.2%, social services 0.6%, summer food program 4.6%, WIC 54.1%, WIC complaints 
1.2%, and other 2.3%. 
 
When appropriate, callers are also given toll-free hotline numbers where they may have 
questions answered about AIDS, child abuse, domestic violence, substance abuse, and 
assistance for people with disabilities.   
 
Title V staff periodically test the availability and accuracy of the hotline at various times, 
with positive results.   
 
The declining percentage of calls about prenatal care has been a concern, even knowing 
that New York City Department of Health and Mental Hygiene operates a toll-free 
hotline for the five boroughs of New York that handles a substantial number of calls.  
New York State Department of Health implemented a statewide, multimedia prenatal care 
promotion campaign in 2005 using television, radio, and print media, including posters; 
bus sides, shelters and interiors; and subway interiors.  The materials advertised the toll-
free and TTY hotline numbers.  The benefits of prenatal care and access to services under 
the Prenatal Care Assistance Program (PCAP) was broadly promoted and women were 
given the toll-free Growing Up Healthy hotline number to call for a link to local services.  
Our experience has been that the more media coverage there is, the greater the use of 
the hotline.  As a result of the campaign, a 75% increase in the number of calls (2,869 
versus 1,638) requesting information on prenatal care was noted for the February to May 
2005 compared to the same period in 2004.   
 
New York also has a toll-free hotline for Child Health Plus calls, which is linked to take 
rollover calls from the National Governor’s Association hotline.  However, the volume of 
Child Health Plus-related calls remains very heavy on the Title V hotline.  In 2003, the 
Growing Up Healthy Hotline received 11,267 calls for information about Child Health Plus.  
The Child Health Plus hotline offers certain advantages, in that they can provide the public 
with more in-depth information about eligibility for Medicaid and Child Health Plus.  The 
number for the Child Health Plus hotline is 1-800-698-4KIDS or 1-800-698-4543.   
 
The list below is a partial listing of statewide hotlines and info-lines serving mothers and 
children: 
 

 
Toll-Free Hotlines Serving the Maternal and Child Health Population in New 

York State 
 

Title V Growing Up Healthy Hotline: 
Immunization 
Child Health Plus Insurance 
Early Intervention  
Food and Nutrition, including WIC 
Infant Health Assessment 
Prenatal Care 
Sudden Infant Death Syndrome(SIDS) 
Teen Pregnancy 
Dental Health/Orthodontia 

1-800-522-5006 
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Child Health Plus Hotline 1-800-698-4KIDS 
Family Health Plus Hotline 1-877-9FH-PLUS 
Child Abuse and Maltreatment Hotline 1-800-342-3720   (TDD 1-800-638-5163) 
Domestic Violence Hotline 1-800-942-6906 (English) -6908 (Spanish) 

1-800-621-HOPE (NYC English and Spanish) 
Missing Children Hotline 1-800-FINDKID -- or –- 1-800-346-3543 
Child Care Complaint Hotline 1-800-732-5207 
Child and Adult Care Food Program 1-800-942-3858 
Disabilities Information Line 1-800-522-4369 
HIV/AIDS Information Service 1-800-541-AIDS; Spanish:  1-800-233-7432 
HIV/AIDS Drug Assistance Program 1-800-542-2437 
HIV Counseling and Testing Hotline 

After hours 
Albany Area 
Buffalo Area 
Nassau County 
New Rochelle 
Rochester Area 
Syracuse Area 
Suffolk County 

 
1-800-872-2777 
1-800-962-5065 
1-800-962-5064 
1-800-462-6785 
1-800-828-0064 
1-800-962-5063 
1-800-562-9423 
1-800-462-6786 

HIV Perinatal Counseling and Testing 
Complaints 

1-877-249-5115 

SIDS – NYS Center for Sudden Infant 
Death 

1-800-336-7437 

Cancer Information Service 1-800-462-1884 or  
in Erie Co.: 716-845-3380 

Cancer Maps 1-800-458-1158 
Roswell Park Cancer Referral Services 1-800-767-9355 
Ovarian Cancer Information 1-800-682-7426 
Smokers Quit Line 1-866-697-8487 
Medicaid Helpline  1-800-541-2831 
Medicaid Managed Care 1-800-505-5678 – NYC only 
Medicaid Billing Assistance for Instate 
Providers 

1-800-522-5518 – Practitioner Assistance 
1-800-522-1892 – Institutional Assistance 
1-800-522-5535 – Professional Services 

Medicaid Fraud Reporting Line 1-877-87FRAUD 
Child Support Info Line 1-800-846-0773 
New York State Parent Connection 
Hotline 

1-800-345-5437 

Environmental Health Info Line 1-800-458-1158 
Drug Abuse Information Hotline 1-800-522-5353 
Consumer Fraud Hotline 1-800-771-7755  (TTY 1-800-788-9898) 
Crime Victims Board 1-800-247-8035 
Mental Hygiene Complaint Line (MH 
facilities)  

1-800-624-4143  (TTY 1-800-624-4143) 

Mental Hygiene Customer Relations 1-800-597-8481  (TTY 1-800-597-9810) 
Organ and Tissue Donation Hotline 1-877-752-3175 
Managed Care Complaint Line 1-800-206-8125 
Home Health Care 1-800-628-5972 
Environmental Health 1-800-458-1158 
Health Care Fraud Hotline 1-800-771-7755 
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Talking Book/Braille Library 1-800-342-3688 
Office of Professional Discipline – 

for health care professions other than 
medicine 

1-800-442-8106 

Medical Conduct Complaint Line –  
physicians 

1-800-663-6114 

Vocational and Educational Services for 
Individuals with Disabilities (VESID) 

 
1-800-222-JOBS 

VESID Disabilities Benefits Counselors/ 
Statewide Technical Assistance  

 
1-888-224-3272 (TDD 716-847-1322) 

NYC Department of Health and Mental 
Health Hotline for Prenatal Care 

 
NYC Residents Only – Dial 311 

Community Action for Prenatal Care 
(CAPC)  

 
1-800-220-7606 

 
Local health departments and local departments of social services often get phone calls 
directly from the residents of their municipality.  Local departments of health and social 
services are generally very active in providing information and referral services on a 
county level, as are the Comprehensive Prenatal/Perinatal Services Networks.  Local 
agencies also have access to hotline numbers and directories in order to handle calls for 
residents outside of their districts.   
 
Newborn Metabolic Screening:  Under mandate of New York State Public Health 
Law §2500(a), all newborns must be screened for a number of amino acid, endocrine, 
fatty acid oxidation, hemoglobin, organic acid, urea cycle and other disorders and 
conditions including, but not limited to:  phenylketonuria (PKU), congenital 
hypothyroidism, homozygous sickle cell disease, branched-chain ketonuria (Maple Syrup 
Urine Disease), galactosemia, homocystinuria, biotinidase deficiency and HIV.   The 
Newborn Screening Program tests these samples, tracks findings, provides education 
and follows up on infants needing additional evaluation or treatment.   
 
The purpose of testing newborns is to permit early detection and treatment of these 
conditions that, if untreated, lead to mental retardation or other disability. In 2005, 
246,243 newborns were tested.  (A complete listing of numbers served by newborn 
screening appears on Form 6.  New York’s panel of tests exceeds the guidelines of the 
American College of Medical Genetics and the March of Dimes.)  The Newborn Screening 
Program consistently achieves 100% follow-up on confirmed cases.  In 2001, three new 
tests were added:  congenital adrenal hyperplasia, medium chain Acyl-Co-A 
dehydrogenase (MCAD), and cystic fibrosis.   Local health units can and do use Article 6 
State Aid reimbursement to pay for follow-up visits by public health nurses or bill 
insurance companies for these services.   Children identified through the genetics 
screening process are referred to Children with Special Health Care Needs Specialty 
Centers.  NYSDOH recently recertified various specialty centers.   
 
Clinical genetics services, including follow-up genetics counseling for families of children 
with inborn metabolic errors are available through the Genetics Program.  As a member 
of NYMAC (the New York-Mid-Atlantic Conference, the Genetics Program ensures that 
there are comprehensive services available throughout the state in order to provide 
counseling, testing, diagnosis and treatment to those in need.  The Wadsworth Center for 
Laboratories and Research administers programs that cover services to over 24, 000 
people annually through 25 NYSDOH and 12 NYMAC contracts.   
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Universal Newborn Hearing Screening:  In 1999, the New York State Legislature 
passed and Governor Pataki signed a bill requiring Universal Newborn Hearing 
Screening in birthing hospitals in New York State.  In 2000, the Department convened an 
Ad Hoc Work Group on Newborn Hearing Screening.  This group advised the Department 
on the development of policies and procedures for newborn hearing screening, tracking, 
and follow-up as necessary to ensure successful expansion of the program to statewide.  
Final regulations were published for implementation in August 2001.   New York used a 
four-year grant from the Health Resources and Services Administration to ensure that 
babies are appropriately screened, diagnosed and tracked for the timely receipt of needed 
services. 
 
In the latter part of 2001, the program’s focus shifted from development of regulations to 
provision of technical assistance and training to hospitals on the implementation of 
universal newborn hearing screening.  In addition, public/parent education materials were 
developed and provided to facilities to coincide with the effective date of regulations.  In 
2001, the Department developed clinical practice guidelines and established quality 
assurance and review protocols with hospitals.  State level review of protocols was 
initiated in 2001.   
 
Health Information Materials:  In 2005-2006, as in past years, the Bureau of Health 
Media and Marketing, planned, developed, produced, distributed and/or evaluated 
MCHSBG-related materials and campaigns.  The following is a partial listing of recent 
projects: 
 

• Activ8Kids (Frisbee, beach balls, stress balls in fruit and vegetable shapes, 
pedometers, t-shirts) 

• Antibiotic Resistance (professional brochure, viral prescription order forms and 
prescription pads) 

• Anti-Smoking Transit (Posters) 
• Applications for Child Health Plus, Access NY, other programs  
• As I Grow (new parent developmental guide and video) 
• Ask Me!  Campaign (canvas totes, aprons, buttons, brochures, clings, cards) 
• Asthma: Don’t Let Asthma Knock the Wind Out of Your Child (statewide campaign, 

brochures in English, Spanish, French, Chinese, Russian and low-literacy versions; 
posters in English and Spanish; TV and radio spots; prescription form) 

• Aware/Prepare (first aid kits, folders, pens, flashlights) 
• Berenstain Bears Tobacco Use Prevention Initiative (booklets in English and 

Spanish for all second graders) 
• Booster Seat Demonstration Project (activity book, jungle, CD-ROM, tambourine, 

sunglasses) 
• Breastfeeding Your Baby Is Special (Poster) 
• Breastfeeding – Why Not Give It a Try? (booklet) 
• Child and Adult Care Food Program (brochures and posters in English and Spanish) 
• Child Health Plus (dental floss, band-aids, medicine spoon, coloring books, 

crayons, plastic bag) 
• Community Action for Prenatal Care Campaign (palm card, posters) 
• Cut the Fat (stickers, aprons, table covers) 
• Dental Sealants Work Hard (stickers) 
• Diseases that Can Spread during Sex (folder) 
• The Diabetes Tool Kit and Manage Your Diabetes  
• Ear Infections in Children (brochure) 
• The Early Intervention Program (booklet)  
• Eat at Mom’s 
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• Eat Well, Play Hard (nutrition and activity campaign for children) 
• Emergency Medical Services (booklet, stress ball in shape of ambulance) 
• Fall Prevention for Children Birth to Three (brochure) 
• Female Circumcision (brochure) 
• Fight the Bite campaign (flyswatters, spray bottles, brochures on West Nile Virus) 
• Fire Prevention (stickers) 
• Fit for Life (gym bag, booklet) 
• Fit WIC (nylon bag) 
• Folic Acid Awareness Week (informational campaign, emery boards, hair 

brush/mirror) 
• Having A Baby (booklet in English and Spanish) 
• Hepatitis C (brochures, posters, lanyards, totes) 
• Hike Water Bottle with Strap 
• It’s Never Too Late to Protect Your Family from Flu 
• Lead Program…If You Have Children, Get Ahead of Lead (folder) 
• Leo the Lion on Lead (coloring booklet, stuffed animal, washcloths, spray bottles) 
• A Mammogram Can Find (poster, flyer) 
• Maternity Information Law (brochure given to each mother upon registering for 

hospital maternity services) 
• Medical Home: How Can I Get the Best Care for My Child?  (folder, brief folder) 
• Men’s Health (cards, placards, telephone kiosk) 
• Molly and Michael Molar (about dental sealants) 
• A Mother’s Right to Breastfeed (card)   
• Newborn Hearing Screening Education (4 brochures and 7 posters in English, 

Spanish, Chinese, Creole, Russian, Urdu and Bengali)  
• Parents Resource Directory for Families of Children with Special Health Care Needs 

(English, Spanish, French, Russian, Mandarin Chinese and Urdu) 
• Pedestrian Safety (formative research/focus groups) 
• Physician and Parent Guidelines for the Treatment of Otitis Media (brochure) 
• Pregnancy Care calendar 
• Pregnant?  Protect Yourself and Your Baby in Transit 
• Protect Your Baby from Smoke (brochure) 
• Reality Check (t-shirts, banners, self-inking stamps, bracelets) 
• Reducing Lead Hazards when Remodeling Your Home 
• Save the Skin Your Child Is In (folder)  
• Scooter Safety (brochure) 
• Shaken Baby Syndrome (brochure, information kit, poster- see our website) 
• Skin Cancer Prevention campaign (posters, placards) 
• Smokefree N Y  (stickers, cards)  
• Suds Up!  (on lead clean-up, stickers, brochures) 
• Survive an Emergency (kit) 
• Take Folic Acid Every Day (emery boards with countertop display holder) 
• Tobacco Quit Kits and Quitline (kits, laminated cards) 
• Wait!  You May Not Need an Antibiotic!   
• We All Chase the Same Dream (disabilities awareness poster, folder) 
• Welcome to Parenthood (packet given to every new mother after delivery, English 

and Spanish) 
• WellNYS Weekend (health screening fact sheets) 
• A Whale of a Smile (stickers) 
• What Providers Said: Doctors and Patients Working Together 
• WIC Breastfeeding Promotion (fans) 
• WIC Coloring Books 
• WIC Saves You Money (posters) 
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• WIC Works Wonders campaign 
• Your Guide to a Healthy Birth (booklet, English and Spanish)  

 
Each season, the Bureau produces Media Advisory Packets of seasonal interest.  The 
packets also contain ready-go-use press releases on a variety of seasonal topics and note 
health celebrations of interest.  Local health departments use the packet to help with 
seasonal press releases.  MCH topics, such as heat safety and sun avoidance, are often a 
component of these packets.   
 
The Bureau of Dental Health is currently working with the Bureau on revamping Oral 
Health information, based on a recent needs assessment.   
 
Immunization Services:  The Immunization Program provided vaccines through the 
NYS Vaccines for Children Program, assessed immunization rates and worked to 
improve them, provided technical assistance to providers, disseminated educational 
materials, assisted local health departments with disease surveillance and outbreak 
control activities, and continued to develop a statewide immunization registry.  CDC 
categorical grants and State funds were used to provide staffing in both central and 
regional offices.  Both CDC and State dollars were used to purchase vaccines and support 
local immunization activities at county health departments. Laboratory reports of 
Hepatitis B surface antigen-positive mothers are follow-up to ensure that their infants 
received appropriate vaccinations and treatment. 

 
Over 90% of two year-old children in New York State (outside New York City) are 
vaccinated in private doctor’s offices, not public clinics.  Under the Provider-Based 
Immunization Initiative, county staff visit pediatricians and assess the medical records 
of their patients.  The information is then keyed into a computer using CDC-developed 
software, the Clinical Assessment Software Application, (CASA).  CASA calculates the 
providers’ immunization rate and enables them to improve their vaccination protocols, 
when necessary.   
 
Childhood Lead Poisoning Prevention: The Childhood Lead Poisoning Prevention 
Program coordinates efforts to prevent, detect and treat childhood lead poisoning; 
educates the public and health professionals about prevention, early detection and 
appropriate medical management of childhood lead poisoning; ensures that families of 
children with lead poisoning are given appropriate advice and assistance in locating and 
eliminating sources of lead within the child’s environment; provides lead-safe interim 
housing while lead hazards are being removed; and collects and analyzes statewide data 
on the extent and severity of childhood lead poisoning.   
 
In New York, blood lead testing is done primarily by the child’s medical provider.  The 
Childhood Lead Poisoning Prevention Program has contracts with 58 local health 
departments to provide prevention programs and care coordination.  Seven teaching 
hospitals serve as Regional Lead Resource Centers.  Local health departments and State 
Health Department District Offices provide environmental assessments and assure lead 
hazards are corrected.  The Program has recently completed a comprehensive New York 
State Lead Elimination Plan in conjunction with the Center for Environmental Health. 
 
Childhood Overweight Prevention:  Eat Well, Play Hard was initiated in 1997 as a 
comprehensive response to the childhood overweight epidemic.  The program’s three-part 
strategy has been incorporated into all New York State Department of Health nutrition 
programs.  To reduce the prevalence of overweight among New York State children, Eat 
Well, Play Hard promotes:  
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• Increasing developmentally-appropriate physical activity; 
• Increasing the consumption of 1% or lower fat milk and low-fat dairy products; 

and  
• Increasing the consumption of fruits and vegetables.   

 
The Bureau of Child and Adolescent Health, in collaboration with New York State chapters 
of the American Academy of Pediatrics and the American Academy of Family Physicians 
will be distributing BMI growth charts and BMI wheels (to determine BMI) along with 
resource information on childhood obesity and interventions.   
 
New interventions focus on improving the health and fitness of young children and 
preventing the development of overweight among preschool children by targeting the 
environment where children spend an increasing amount of time:  preschools, child care 
and Head Start centers.  The Division of Chronic Disease Prevention and Adult Health will 
be testing community-wide interventions that will collaboratively develop food and 
physical activities guidelines and policies, increase physical activity, decrease television 
and video watching, and address behaviors that encourage overeating or discourage 
physical activity.   
 
The Department this year launched the Activ8Kids! Program, which is described elsewhere 
in this document.  
 
The Department of Health’s Maternal Mortality Program was funded by the CDC via 
cooperative agreement with the Association of Schools of Public Health.  A new 
collaboration on maternal mortality review has developed with the American College of 
Obstetricians and Gynecologists with funding from the New York State Health 
Commissioner’s Priority Pool.  The goal of this initiative is to institutionalize maternal 
mortality review as one of the responsibilities of the Regional Perinatal Centers.  A 
protocol and data collection tool are complete and in use, and reviews of maternal deaths 
initiated.  Educational programs targeted towards obstetricians and gynecologists are now 
being developed based on findings from these reviews.   
 
Welcome to Parenthood, a packet given to the family of each newborn born in New 
York, contains information about normal growth and development, parenting, child safety, 
calming a crying baby, early intervention and childhood immunizations.   

 
 

d.  Capacity to Deliver Infrastructure-Building Services 
 
The protection and promotion of the public’s health is not possible without adequate 
public health infrastructure.  Public health agencies must have the ability to perform 
adequate needs assessment, to appropriately evaluate public health issues and programs, 
to develop meaningful policies and standards, to engage their communities, to coordinate 
existing resources, to ensure quality, and to adequately train the public health workforce.  
 
The Department is able to assess the adequacy of the infrastructure for maternal and 
child health services through: 
 
• Establishing and maintaining regular multi-directional communication with local health 

departments, local contractors, our regional offices, other units within the State Health 
Department and other State and Federal agencies;   
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• Regularly and frequently monitoring the quality and the content of local health 
assessments, public health service plans and contractor workplans; 

 
• Monitoring the ability of our programs, our contractors and county health departments 

to effectively achieve the desired results; 
 
• Monitoring and auditing the use of available resources, including available technical 

assistance;  
 
• Periodically reassessing our internal controls system for areas of vulnerability; and 
 
• Performing special assessments relative to the ability of local agencies to perform 

essential public health services.   
 
Health Insurance Infrastructure 
New York has developed adequate infrastructure for health insurance (previously 
described under Overall Capacity and Capacity to Deliver Direct Medical Services), 
essential public health services, information, education and collaboration among agencies.   
 
Health Services Infrastructure 
Since most of the maternal and child health services delivered in this State are not 
delivered directly by the New York State Department of Health, not only is State 
infrastructure important, but the local infrastructure is also critical to the delivery of high-
quality services.  The Department employs various mechanisms to ensure that services 
are coordinated and resources are maximized.  The Department’s ability to keep apprised 
of local conditions and to ensure the stability of the MCH infrastructure is supported the 
Public Health Law, strong regulations, its data collection and data analysis capacity, 
technical assistance capacity, and through oversight of contracts and letters of 
agreements with local providers of service.   
 
Local Health Departments:  County health departments continue to play an 
essential role in the assurance of high-quality, accessible maternal and child health 
services.  They assessed the needs of their local communities, worked with their 
communities to design and implement programs that meet those needs, and evaluated 
the effects on their communities.   
 
Under New York State Public Health Law, the 58 local health departments extend the 
powers of the state health commissioner.  Each of the non-New York City counties have a 
county health department, while all five counties in New York City are covered by the New 
York City Department of Health.  The county health departments provide community 
health assessment, family health services, health education and disease control services.  
Most also provide environmental services.  Counties that do not provide their own 
environmental services rely on the State Health Department’s District Office in their area.  
Most counties in New York also operate certified home health agencies or licensed home 
health care agencies, through which they provide a variety of home-based services, 
including skilled nursing, home health aide, therapies, early intervention, maternal and 
child health and disease control visits.  Some county health departments also operate 
diagnostic and treatment centers operated under Article 28 of the New York State Public 
Health Law.  The trend is for counties to either divest personal care services or ensure 
that they are competitive in the market environment.  There is also an emerging trend 
toward streamlining the administrative structures of local agencies.  As a result, a handful 
of New York’s local health agencies have combined with other county agencies, such as 
mental health or social services. 
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Under Article 6 of the Public Health Law, local health departments perform 
comprehensive community health assessment on a two-year updating cycle, and 
subsequently produce a county-wide (or in the case of New York City, a city-wide) 
Municipal Public Health Service Plan (MPHSP).  These local plans explicitly address the 
needs of the maternal and child health population in sections on health education, infant 
mortality prevention, child health, family planning, chronic disease prevention, injury 
control, disease control and nutrition.  The Title V program staff provide technical 
assistance to local health units in plan development and participated in the review and 
approval process, as well as in monitoring of the implementation of the plans.  Because 
local health departments know their local systems and community needs, the Plans 
address coordination across public and private resources, and across the continuum of 
primary, secondary and tertiary care.  Local health departments play a critical role in 
fostering local collaborations.   
 
Relationships with local health departments are coordinated through the Office of Local 
Health Services, the unit that also administers the local assistance/state aid program.  
Collaboration between the counties and the State and between agencies on the local level 
is yielding better use of data, better local plans, and more attention to outcomes of public 
health activities.   
 
Perinatal Regionalization/Tertiary Care Centers/Regional Perinatal Centers: New 
York State has a long-established system of regionalized perinatal care with highly 
specialized Regional Perinatal Centers (RPCs) in each region of the state.  These 
Centers provide tertiary level clinical care to high-risk mothers and newborns, and also 
serve as important contact points for the Department of Health in our interactions with 
the health care community.  They help ensure that high-risk mothers and newborns 
receive appropriate levels of care by working with their affiliate hospitals to monitor 
perinatal morbidity and mortality and to provide education and technical assistance to 
physicians and others.  The RPCs have helped the Department address important public 
health issues such as perinatal HIV, breast-feeding promotion, cesarean prevention, and 
collection and use of perinatal data. 
 
The Department of Health worked collaboratively with hospitals of all levels and 
stakeholders statewide in perinatal care to re-examine the perinatal designation levels 
of all hospitals that provide obstetrical and newborn care.  Factors like managed care, 
hospital downsizing and hospital mergers have altered the relationships between 
individual facilities and the Regional Perinatal Centers.  Recently, new designations were 
prepared for all obstetrical hospitals based on the level of care available to both high-risk 
mothers and infants. 
 
The Regional Perinatal Centers not only serve as the hub for consultation and transport 
within a network, but lead quality improvement activities within their network.  The 
implementation of the Statewide Perinatal Data System (described under Information 
Infrastructure) has been closely tied to Perinatal Regionalization. The Regional Perinatal 
Centers are key to the development of a system for quality improvement within an 
affiliate network.  SPDS is an important source for data for those activities. The Centers 
have responsibility for data quality within the network, including responsibility for training 
and technical assistance to affiliate hospitals.  During 2002, Regional Perinatal Centers 
received their final designations as to level of perinatal care.  Workplan guidance was 
developed and disseminated to all Regional Perinatal Centers in order that they gain a 
clearer understanding of their roles as leaders in regionalization.  Throughout 2003, the 
Department worked with the Regional Perinatal Centers to enhance their understanding of 
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the provision of quality improvement activities among their affiliate network and 
promoted their leadership in the Regional Perinatal Forums to work with community 
collaborators in promoting improved perinatal outcomes within their regions.   
 
Information Infrastructure 
The Department of Health continued to improve accessibility of local data, both on the 
internet-based public website and on our intra-net, the Health Information Network 
(HIN).  More and better data became available via electronic means in 1999 and 2000.  
This application has been posted on our public website since 1997.   
 
Statewide Perinatal Data System:  A Statewide Perinatal Data System is now 
implemented. This system involves the regional centers in coordinating data analysis for 
their regions and in helping their affiliated hospitals and others in the community (such as 
perinatal networks) use data for needs assessment, planning and quality improvement 
activities.   
 
The Statewide Perinatal Data System (SPDS) provides a wealth of information on our 
achievement of our goals. The system is an internet-based, secure network consisting of 
all data from the Electronic Birth Certificate and data collected from hospitals and free-
standing birth centers within the State as well as additional data elements.  The system is 
used to assess birth outcomes at three levels:  within hospitals, in integrated health care 
systems and in the community.  It enables the Department to identify, in real-time, 
health care delivery and public health problems.  It provides a powerful tool for quality 
assurance and quality improvement.  At the same time that electronic birth certificate 
information is being collected, the system also collects the content of prenatal care, 
breastfeeding status on discharge from the hospital, maternal depression during 
pregnancy and periodontal disease during pregnancy.  The development of the Statewide 
Perinatal Data System required regulatory amendments, which were processed through 
the Department for adoption.   
 
Indicators of maternal and child health are built into the Quality Assurance Reporting 
Requirement (QARR) System for monitoring managed care and Child Health Plus 
providers.   Title V works closely with the Office of Managed Care to make health plan 
performance data available to county health departments so that they may monitor the 
delivery of care to the population within their county.   
 
The SSDI Project continued to support the Children with Special Health Care Needs 
(CSHCN) Program by assisting with the development of the data system.  The CSHCN 
data will be capable of being linked with other child health data sets.  The Project also 
revised and reprinted the Resource Directory for CSHCN.  Over 50,000 directories were 
distributed to local health departments, hospitals, community-based organizations, 
schools, libraries, families and other providers.  The directory is available in English, 
Spanish, Russian, Chinese and French.   
 
MCH and Public Health Education Infrastructure 
The New York State Preventive Medicine Residency Program trains five physicians 
annually, preparing them for leadership careers in state and local health departments.  
The program seeks to reduce health disparities among New Yorkers by increasing the 
number of well-trained public health physicians to address the needs of high-risk 
populations.  This two-year residency program for physicians consists of an academic 
year, leading to a Masters in Public Health degree, and a practicum year, during which 
public health residents complete projects throughout the New York State Department of 
Health and affiliated sites.   
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Many of the residents go on to employment at the New York State Department of Health 
and other public health agencies in important maternal and child health positions.  They 
include the former director and current medical director of the Division of Family Health, 
the director of the Bureau of Child and Adolescent Health, and the medical directors of the 
Bureau of Women’s Health, the Immunization Program and the Hospital Epidemiology 
Program.  The Program is implementing a three-year grant from the American Cancer 
Society, supplementing the support provided by the Maternal and Child Health Services 
Block Grant. 
 
The Dental Public Health Residency Program continues to graduate residents from its 
statewide program.  The Program continued its accreditation status and continued to 
collaborate with four dental residency sites in New York State.  The Bureau of Dental 
Health currently employs one Resident, one Senior Resident and one graduate of the 
residency program.   
 
GENES, the Genetic Network of New York, Puerto Rico and the Virgin Islands, has 
been replaced by New York/Mid-Atlantic Consortium for Genetic and Newborn Screening 
Services (NYMAC).  The purpose of NYMAC is to improve access to genetics and newborn 
screening service through the development and implementation of local solutions to 
barriers to accessing specialty care by children with congenital conditions, through 
enhanced funding, and improved community and professional understanding of genetics 
services.     
 
Area Health Education Centers (AHECs):  Area Health Education Centers (AHECs) 
work to recruit, retain, and support health professionals to practice in communities with 
health provider shortages. They do so by developing opportunities and arranging 
placements for future health professionals to receive their clinical training in underserved 
areas, by providing continuing education and professional support for professionals in 
these communities and by encouraging local youth to pursue careers in health care. Plans 
currently call for the establishment of 9 AHEC offices across the State by the year 2010.  
Sites are currently operational in:  Buffalo, Batavia, Potsdam, Glens Falls, Cortland, and 
the Bronx. Two additional sites will be located in the Erie-Niagara and Catskill area.   
 
Title V has established a relationship with the AHECs. Dr. Thomas Rosenthal, AHEC 
Project Director, met with the Maternal and Child Health Services Advisory Council to 
exchange information and investigate collaboration opportunities.  The Advisory Council 
and the AHECs are mutually concerned about the aging of the health care workforce, the 
aging of nursing faculty, current shortages in certain key health professions, and in 
interesting young people in health careers early in their student careers.  The Bureau of 
Dental Health is working with AHECs to improve access to primary dental care, especially 
in rural areas.  
 
Universities and Schools of Public Health:  The University at Albany School of 
Public Health is unique in that it is jointly sponsored by a university and a state health 
department.  The New York State Department of Health serves as the laboratory for the 
University at Albany School of Public Health, with graduate students working shoulder-to-
shoulder with practicing professionals in the state health department or in local 
departments. A number of DOH and Title V staff serve as faculty and advisors to the 
school.  Title V staff also serve on the School’s Continuing Education Advisory Board, 
providing approvals for continuing medical and nursing education.  Title V has utilized the 
School of Public Health as the continuing medical education provider for its annual 
Breastfeeding Grand Rounds, and for forums on public health genetics, HIV/AIDS, the 
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dental public health residency, home visiting, women’s health and female circumcision.  
Among the other offerings through continuing education are: social marketing, 
environmental health, Hepatitis C, substance abuse, and occupational health and safety.  
 
Title V staff in the Division of Family Health coordinate the MCH Graduate Assistant 
Program, under which fifteen University at Albany School of Public Health graduate 
students per semester (fall, spring and summer) are supported by block grant funds to 
work on priority MCH research and planning projects.  This arrangement supports the 
Department of Health’s mission through attracting bright and motivated individuals who 
are interested in gaining both theoretical and practical knowledge of public health and 
maternal and child health.  The use of students also enhances the Department’s research 
capacity, and improves the availability of pertinent and timely educational offerings for 
practicing public health professionals in the region.  
 
The University at Albany’s School of Public Health sponsors the Northeast Public Health 
Leadership Institute, now serving the northeast corner of the US.  Several Title V staff 
have attended the Institute.  Several graduates of the Institute also serve Title V in other 
states and at the New York City Department of Health.  
 
The Department also maintains a relationship with the Columbia University School of 
Public Health through a Collaborative Studies Initiative.  Metropolitan Area Regional 
Office staff serve as advisors to the program.  Columbia students and public health faculty 
identify current issues in maternal and child health, and apply public health theory and 
practice in designing and implementing solutions to those issues.     
 
The New York – New Jersey Public Health Training Center (NYNJPHTC) is a joint 
project between Columbia University’s Mailman School of Public Health, the University at 
Albany School of Public Health, and the New Jersey School of Medicine and 
Dentistry/School of Public Health, in partnership with state, county and local health 
departments in the two states.  NYNJPHTC is funded by HRSA’s Public Health Training 
Center Project.  They offer free, web-based training in public health topics, including 
Orientation to Public Health, Exploring Cross-Cultural Communication, and Overcoming 
Disparities in Birth Outcomes.  Continuing education units are offered for nurses, 
physicians and health educators.   
 
University Affiliated Programs:  New York is fortunate to be home to three 
University-Affiliated Programs who offer Leadership Education in 
Neurodevelopmental Disabilities (LEND).  The three are located at the University of 
Rochester, the Westchester Institute at Valhalla, and Jacobi/Albert Einstein 
Medical Center.  LEND Programs provide for leadership training in the provision of health 
and related care for children with developmental disabilities and other special health care 
needs and their families.  The Department works with the LENDs on a variety of issues 
related to children with special health care needs and to meet training needs, and the 
University Affiliated Programs are a great source for physician consultants on a variety of 
issues.  For example, the Bureau of Child and Adolescent Health worked with staff at 
Jacobi/Albert Einstein to improve identification of children with special health care needs.   
 
The Department has participated in joint planning with the Westchester Institute, and we 
routinely meet with LEND faculty and students.  Title V staff have traveled to Westchester 
Institute to present information on the Title V program and to answer questions.  
 
Title V and the Adolescent Coordinator maintain linkages to the Leadership Education 
in Adolescent Health (LEAH) Program at the University of Rochester.  The purpose 
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of LEAH is to prepare trainees in a variety of professional disciplines for leadership roles in 
the public and academic sectors and to ensure high levels of clinical competence in the 
area of adolescent health.  Training is given in the biological, developmental, emotional, 
social, economic and environmental sciences, within a population-based public health 
framework.  Prevention, coordination and communication are stressed.   
 
Pediatric Pulmonary Center:  New York’s Pediatric Pulmonary Center is located at 
Mount Sinai Medical Center in Manhattan.  The Pediatric Pulmonary Center takes an 
interdisciplinary approach to developing health professionals for leadership roles in the 
development, enhancement or improvement of community-based care for children with 
chronic respiratory diseases and their families.  In addition serving as a model of 
excellence in interdisciplinary training, Mount Sinai also engages in active partnership with 
state and local health agencies and provides model services and research related to 
chronic respiratory conditions in infants and children.  The Department is working with a 
pediatric pulmologist from Mount Sinai on a school-based asthma management initiative.  
Mount Sinai is a CDC National Cooperative Inner-City Asthma Study grantee, as are Albert 
Einstein College of Medicine and Bronx-Lebanon Hospital in the Bronx and University of 
Buffalo.  
 
Behavioral Pediatric Training Center:  Montefiore Medical Center sponsors the 
Behavioral Pediatrics Training Program. Training grants from the Federal Maternal 
and Child Health Bureau support faculty who demonstrate leadership and expertise in the 
teaching of behavioral pediatrics, scholarship and community service.  Fellows who have 
completed training are board-eligible in pediatrics.  The three-year fellowship program 
includes course work and clinical practice in growth and development, adaptation, injury 
prevention, disease prevention and health promotion.  The program is also available to 
provide continuing education and technical assistance.   
 
Statewide Satellite Broadcasts: The Department of Health, with the School of Public 
Health at the University at Albany, the New York State Community Health Partnership and 
the New York State Association of County Health Officials, sponsors monthly Third 
Thursday Breakfast Broadcasts (T2B2).  T2B2 provides continuing education 
opportunities covering a variety of public health issues.  Local site coordinators in each 
county health department coordinate local logistics.  Out-of-state attendees can locate 
sites by visiting the University at Albany’s website: 
www.albany.edu/sph/coned/t2b2site.html.  Continuing medical and nursing education 
credits are available.  Series have focused on Children’s Health, Quality of Life, 
Emergency Preparedness, Promoting Healthy Behavior, and Model Programs.  
 
The Office of Children and Family Services also sponsors with partners such as DOH, the 
SUNY Distance Learning Project, and the New York State Child and Family Trust Fund, 
monthly satellite broadcasts on child health and safety topics such as SIDS and Risk 
Reduction.   
 
Infrastructure for Collaboration 
The Department of Health continued to support a variety of regional and local 
collaboratives to improve needs assessment, identify and build local capacity, outreach 
to hard-to-reach segments of the population, and assure quality.  The common thread 
among these efforts is community engagement and commitment to collaboration and 
coordination in the use of resources.  Examples of such efforts include:  Comprehensive 
Prenatal Perinatal Services Networks, Rural Health Networks, community assessment and 
joint planning initiatives, Comprehensive Planning for Youth Services, Partners for 
Children, Early Intervention Coordinating Councils, the affiliation networks of the regional 
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perinatal centers, regional EMS councils, Infant Mortality Review Community Councils, 
Comprehensive School Health and Wellness, the Women’s Health Project, the Coordinated 
Asthma Program, HIV/AIDS Prevention Planning Groups, and many more.   
 
Voluntary and Professional Organizations: DOH strives to maintain positive and 
collaborative relationships with several not-for-profit, voluntary groups who share 
concerns for the health and well-being of mothers, infants, children and women of 
childbearing age.  The Department’s Title V program has active 
relationships/collaborations with: 
 
• Family Voices; 
• Family Support New York; 
• New York State Alliance for Family Literacy; 
• Parent-to-Parent, New York State;  
• New York State Public Health Association; 
• Healthy Start; 
• New York State Perinatal Association; 
• New York State Association of County Health Officials; 
• New York State Association of Counties; 
• New York State Association for Rural Health; 
• New York State Nurses Association; 
• March of Dimes; 
• New York State United Teachers; 
• Boards of Cooperative Education Services (BOCES); 
• New York State School Boards Association; 
• New York State Child Care Coordinating Council;   
• New York State Partners for Children; 
• The New York State Council on Sexual Assault; 
• New York State Community Health Partnership; 
• University Affiliated Programs at Westchester, Rochester and Jacobi/Albert Einstein; 
• American Academy of Pediatrics, District 2; 
• New York Academy of Medicine; 
• American College of Obstetricians and Gynecologists, New York State Chapter; 
• American Academy of Family Practice, New York State Chapter; 
• American College of Nurse Midwives, New York State Chapter; 
• New York State Association of Perinatal Programs; 
• Medical Society of the State of New York; 
• Healthcare Association of New York State (representing hospitals across the state); 
• Greater New York Hospital Association (representing hospitals in the Greater 

Metropolitan area); 
• Schuyler Center for Analysis and Advocacy, and its Children’s Policy Agenda; 
• Cornell University Cooperative Extension, Human Development Center and 4-H; 
• YMCA of New York State 
• United Way of New York State; 
• Association of New York State Youth Bureaus; 
• New York State School Boards Association;  
• School Nurses statewide; 
• University at Albany School of Public Health; 
• Columbia University School of Public Health; 
• University at Buffalo School of Social Work; 
• Leadership Education in Adolescent Health at University of Rochester; 
• Mount Sinai Adolescent Center;  
• SIDS Alliance; 
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and many others who enhance the capacity of Title V programs to operate effectively.  
 
Infrastructure for Collaboration on Child Health Care Quality Improvement:  In 
October 2005, New York kicked off the Empire State Child Health Improvement 
Partnership (ES-CHIP) with a partnership dinner.  Working with the Vermont Child Health 
Improvement Project (V-CHIP) and the National Initiative for Children’s Healthcare Quality 
(NICHQ), and built on our success with the Medical Home Learning Collaborative, New 
York has committed to developing a durable regional collaboration with an initial focus on 
quality improvement in developmental services for children under age five.  The Plan-Do-
Study-Act cycle is testing changes in real work settings (pediatric practices).   Partners 
include the New York State Department of Health, the American Academy of Pediatrics 
Chapter 1, the New York Academy of Family Physicians and Family Voices.  The 
collaboration began in March 2006.   
 
Collaborations in Women’s Health:  The results of Comprehensive Women’s Health 
Summit were released in 2005.  The summit was entitled, “Pathways to Women’s Health:  
Integrating health services for women.”  The summit brought together key stakeholders 
for the development of a more comprehensive, integrated approach to coordinating 
women’s health services in New York State and to explore opportunities to improve care 
statewide.   
 
 
5. Selection of State Priority Needs 
 
The overall goals for health care delivery in New York are: 
 
• to continue insurance coverage and enrollment of the uninsured and underinsured; 
• to assure that the health care delivered in New York State is of high quality;  
• to emphasize prevention and education by involving communities in addressing and 

improving health; and 
• to create a seamless health care system whereby our residents may retain continuous 

health care delivery at a “medical home” irrespective of insurance status.   
 
In addition, Governor Pataki has set these more specific goals for health in New York: 
  
• to reduce potentially deadly asthma attacks in children; 
• to ensure that every child in New York receives all their vaccinations by their second 

birthday; 
• to ensure that every newborn is screened for hearing impairment;  
• to significantly reduce smoking among youth in New York State; and  
• to protect infants born to HIV-infected mothers to ensure that virtually none develop 

AIDS.  
 
Improving and sustaining access to high-quality, continuous primary health care and 
treatment services are critical to improving health outcomes for all New Yorkers and 
achieving our public health and maternal and child health priorities.  The hallmarks of 
success will be prevention, early intervention, and continuity of care through establishing 
and maintaining a “medical home” for every New Yorker.  Success will also depend on the 
actual delivery of appropriate, high-quality, comprehensive health services to people in 
need, and requires practitioners to be knowledgeable about and practice good preventive 
and therapeutic medicine.  
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As previously described, New York has undergone extensive priority-setting processes.  
Throughout, participants decline to rank priorities, preferring that each of these 
“opportunities for improvement” be considered of equal importance.  The ten priorities 
that follow, and the specific performance measures related to each, stem specifically from 
areas of unmet need in the State.   
 
Most often, programs that address maternal and child health issues initiate services and 
interventions on a variety of levels.  For example, in addressing access to care, we are 
improving the insurance and charity care infrastructure, targeting population-based 
messages, enabling clients to access and sustain their relationship to a medical home, 
and work to remove barriers to accessing high-quality direct medical services.  Thus, each 
of the four levels of the MCH pyramid may be relevant to a particular need.   
 
The following are New York’s maternal and child health services priority needs:   
 
• To improve access to high-quality health services for all New Yorkers, with a special 

emphasis on prenatal care and primary and preventative care which includes attention 
to mental health issues and which serves those with special health care needs; 

• To improve oral health, particularly for pregnant women, mothers and children, and 
among those with low income; 

• To prevent and reduce the incidence of overweight for infants, children and 
adolescents;  

• To eliminate disparities in health outcomes, especially with regard to low birth weight 
and infant mortality;   

• To improve diagnosis and appropriate treatment of asthma in the maternal and child 
health population; 

• To reduce or eliminate tobacco, alcohol and substance use among children and 
pregnant women; 

• To reduce unintended and adolescent pregnancies;   
• To ensure the availability of comprehensive genetics services statewide, including 

follow-up on positive newborn metabolic screening tests, specialty services and 
genetics counseling for affected families;  

• To reduce the rate of violence across all age groups, including inflicted and self-
inflicted injuries and suicides in 15- to 19-year-olds; and   

• To improve parent and consumer participation in the Children with Special Health Care 
Needs Program, as evidenced by parent scores.   

 
The Maternal and Child Health Services Block Grant Advisory Council elaborated on these 
needs:  
 
• Relative to access to care, the Advisory Council reinforced that all children and 

adolescents need access to comprehensive primary and preventive services that is 
consistent with the Child-Teen Health Plan (EPSDT) and includes a specific source for 
ongoing primary care or a “medical home” and a specific source for ongoing dental 
care.  

• Dental services for children should include fluoridation or fluoride treatment and dental 
sealants.  

• Children with special health care needs should also have access to a source on care 
that prevents secondary disability and improves or maintains their quality of life.  This 
includes access to evaluation and treatment sources for CSHCN, access to early 
developmental and hearing screening, access to early intervention services, early 
coordination of their care and family support services, and access to clinical and 
laboratory genetics services.   
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• Relative to pregnant women, the MCHSBG Advisory Council stressed the need for 
comprehensive and effective prenatal care. This should include health education on 
pregnancy and child care, outreach and home visitation, nutritional counseling, 
prevention of tobacco, drug, alcohol and substance abuse, HIV prevention services, 
prevention of congenital infection, and detection or prevention of genetic disorders.   

• On the subject of education, the MCHSBG Advisory Council stressed the need for 
comprehensive health education, beginning at an early age, and including HIV 
prevention, substance abuse, family life, sexuality, conflict resolution skill building, 
and healthy lifestyles.   

• Mental health issues and issues related to violence clearly have an impact on the 
health status of the maternal and child population. The Advisory Council sees the need 
for suicide prevention and post-partum depression services in each community.   

 
• Further, violence related to homicide, child abuse and neglect, other domestic violence 

and assault are clearly issues.  The Advisory Council stressed the need for families to 
provide nurturing care to their children.   

• The Advisory Council continually re-affirms the value of parent and consumer input in 
their decision-making process.  

 
Priority needs relate to all MCH population groups and all levels of the MCH Pyramid.   
 
 
 
C. Needs Assessment Summary 
 
As a result of New York Title V needs assessment process, the following ten priorities have 
been identified:  
 
1. To improve access to high-quality health services for all New Yorkers, with a special 

emphasis on prenatal care and primary and preventative care, which includes 
attention to mental health issues and which serves those with special health care 
needs; 

2. To improve oral health, particularly for pregnant women, mothers and children, and 
among those with low income; 

3. To prevent and reduce the incidence of overweight for infants, children and 
adolescents;  

4. To eliminate disparities in health outcomes, especially with regard to low birth weight 
and infant mortality;   

5. To improve diagnosis and appropriate treatment of asthma in the maternal and child 
health population; 

6. To reduce or eliminate tobacco, alcohol and substance use among children and 
pregnant women; 

7. To reduce unintended and adolescent pregnancies;   
8. To ensure the availability of comprehensive genetics services statewide, including 

follow-up on positive newborn metabolic screening tests, specialty services and 
genetics counseling for affected families;  

9. To reduce the rate of violence across all age groups, including inflicted and self-
inflicted injuries and suicides in 15- to 19-year-olds; and   

10. To improve parent and consumer participation in the Children with Special Health Care 
Needs Program, as evidenced by parent scores.   

 
The justification for their selection as priorities may be found in Section II. B.1. and a 
description of our planning/targeting framework may be found in Section II.A.   
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Priority setting was conducted as a melding process, combining: 
 
• The results community-participative processes; 
 
• The use of the many and various data sets available to the Department, such as: 

• Routine surveillance of vital statistics/vital records; 
• Census data; 
• Registries; 
• Hospital discharge data; 
• Special studies; 
• Community-based assessment data; 
 

• The use of program data and provider input to identify trends and issues;  
• Infrastructure evaluation; 
 
• The input of the public and the Maternal and Child Health Services Advisory Council, 

including the input of those who spoke at focus groups, the public hearings or sent 
testimony, to assist in interpreting data and identifying important trends, gaps in 
services or barriers to care; and  

 
• The input of key staff within the Department. 
 
The process remains unchanged since the last application.  Collaborations and 
partnerships that contribute to the needs assessment process have also remained 
unchanged.  NYSDOH will continue to strive to meet these needs.   
 
 
D. Health Status Indicators 
 
Please see Form 20 and 21 for multi-year reports on required Health Status Indicators.  
Below, please see brief explanations of program efforts designed to address the 
indicators.  
 
#01A Health Status Indicator 
The percent of live births weighing less than 2,500 grams. 
#01B Health Status Indicator 
The percent of live singleton births weighing less than 2,500 grams. 
#02A Health Status Indicator 
The percent of live births weighing less than 1,500 grams. 
#02B Health Status Indicator 
The percent of live singleton births weighing less than 1,500 grams. 
 
Please see graphs and discussion of low birthweight and very low birthweight data on 
pages 56 through 59, figures 17 through 22, and table 12.   
 
The Statewide Perinatal Data System is providing real-time internet-based data to 
providers, networks and local health departments on the occurrence of high-risk births. 
 
These data are affected by multiple births and the growth of assistive reproductive 
technology.  Assisted reproduction and infertility treatments are associated with an 
increase in multiple and pre-term births.   
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Poor spacing of pregnancies contributes to poor birth outcomes.  Through funding from 
Title X and Title V, 57 Family Planning Programs provided services including 
comprehensive reproductive health service to 341,532 women and adolescents. In 
addition, community education and outreach was conducted across the state. 
 
Timely, risk-appropriate, coordinated, comprehensive prenatal care is provided to all 
Prenatal Care Assistance Program (PCAP) and MOMS Program enrollees.  PCAP and MOMS 
require adherence to Part 85.40 standards of prenatal care, and all managed care plans 
serving Medicaid women are required to adhere to these comprehensive standards, as 
well.  The provision of high quality prenatal care and appropriate level of care mandated 
by the standards was shown to reduce low birth weight rates among Medicaid women, 
particularly minority women, when compared to non-participants. In studies comparing 
Medicaid women receiving care under these programs with Medicaid women receiving 
other types of prenatal care, PCAP and MOMS clients had consistently better birth 
outcomes, and these outcomes were better even at the lower birth weights. Presumptive 
eligibility helps ensure timely entry into care. The availability of comprehensive prenatal 
care to all women through the PCAP and MOMS Programs will result in healthier births.  
Hard-to-reach women are often found through the Community Health Worker Program or 
through local Public Health Nurse home visits.   
 
WIC has directly promoted the birth of healthy infants by preventing low birth weight. In 
2003, the percentage of low birthweight was 7.9% among NYS WIC participants, 
compared to 8.9% of WIC participants nationwide, and compared to a statewide total low 
birthweight rate which was also 7.9%.   
 
The Growing Up Healthy Hotline linked women with prenatal, nutrition, psychosocial and 
supportive services that contribute to healthy pregnancy and improved birth weights.   
 
The Infant Mortality Review process contributed epidemiologic information to promote 
healthy birth outcomes, to assure adequate prenatal risk assessment, and to encourage 
follow-up for all high-risk pregnancies.    
 
The Comprehensive Prenatal/Perinatal Services Networks and Healthy Start grantees 
addressed low birth weight through collaboration with a variety of health and human 
services providers, focusing on low birth weight as a serious issue in their communities 
and monitoring and disseminating actual data on incidence in their communities.  
Networks also stress the need for appropriate sites of delivery for high-risk pregnant 
women.  
 
In 2004, 89.1% of infants born to women in the Community Health Worker Program were 
of normal birthweight, 8.8% were low birthweight, and 1.9% were very low birthweight.  
There were no data on 0.2% of births.  Fully 5.0% of the low birthweight births were the 
result of multiple births.  Of the pregnant women entering CHWP, 49% were already 
engaged in prenatal care. Of those women who were not, 87% were assisted to receive 
prenatal care within 1 month of entry to the program, and the remainder entered prenatal 
care more than one month after entry into the CHWP. Of the total number of pregnant 
women in CHWP, 75.7% entered prenatal care in the first trimester, 14.9% in second, 
2.7% in third; 1.5% did not receive prenatal care and there are no data for 5.2% of the 
pregnant women in CHWP. 
 
Prenatal genetics counseling and screening services were provided to approximately 
24,000 women and families.  Through preconception and prenatal genetic counseling and 
screening, babies who may be at risk for genetic, infectious or other congenital conditions 
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can be identified before birth.  The mother is offered appropriate options, including close 
monitoring of fetal development throughout the pregnancy, fetal surgery or other medical 
interventions, deliver in tertiary medical facilities with neonatal intensive care units, early 
developmental assessments and interventions, and termination of pregnancy.   
 
The Department completed a re-designation process for all birthing hospitals in the State.  
Under this process, hospitals were required to be able to provide maternal/obstetrical, as 
well as neonatal, care for high-risk women and their pregnancies.  
 
For discussion and trend information on these indicators, please refer to pages 47 through 
49 of this Needs Assessment and program efforts briefly described above.     
 
#03A Health Status Indicator 
The death rate per 100,000 due to unintentional injuries among children aged 14 
years and younger. 
#03B Health Status Indicator 
The death rate per 100,000 due to unintentional injuries among children aged 14 
years and younger due to motor vehicle crashes.   
#03C Health Status Indicator 
The death rate per 100,000 due to unintentional injuries due to motor vehicle 
crashes among youth aged 15 through 24 years. – and – 
#04A Health Status Indicator 
The rate per 100,000 of all non-fatal injuries among children aged 14 years and 
younger. 
#04B Health Status Indicator 
The rate per 100,000 of non-fatal injuries due to motor vehicle crashes among 
children aged 14 years and younger. 
#04C Health Status Indicator 
The rate per 100,000 of non-fatal injuries due to motor vehicle crashes among 
youth aged 15 through 24 years. 
 
Bureau of Injury Control sponsors multiple programs in pedestrian and passenger safety, 
head injury prevention, burn prevention, and child safety.  They promote passenger 
restraint, including the use of car seats.  Bureau of Injury Control is represented at 
meetings of the Governor’s Traffic Safety Committee.   
 
Camper and staff injuries are collected and entered into the injury surveillance database. 
Local health departments are audited for permit issuance, inspections, written safety plan, 
and injury reporting and investigation requirements.  As a result of these analyses, the 
State Sanitary Code was amended to require bunk bed guardrail installation.  Statewide 
inspector training programs are conducted to train inspectors in camp safety and 
regulations. Allegations of abuse must be reported, investigated and entered into the 
incident surveillance system.  Prevention strategies and findings from these incidents are 
shared in trainings and through mailings. 
 
In 2004, 484 incidents of illness, 140 bat exposures and 12 epinephrine administrations 
were reported by camps and entered into the illness surveillance system.  27 outbreaks 
were also reported and investigated.  Data from analysis of illness due to potable water 
supplies was used to justify amendment of the State Sanitary Code to require additional 
disinfection, start-up procedures and sampling requirements.  No campers drowned in the 
2004 season.  In 2005, there were 928 camper and 26 staff injuries.  6 campers died; 
one from a fall from a tree, five in a car crash.  No campers drowned.   
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Children’s Camp regulations were amended relative to on-site, off-site and wilderness 
swimming and incidental water immersion to better protect against drowning.  
 
Written information regarding injury prevention was sent to all local health departments 
seasonally in media packets containing ready-to-use media releases.   
 
All new parents are given instruction in prevention of Shaken Baby Syndrome prior to 
taking their newborns home from the hospital.   
 
Bushwick families enrolled in the Healthy Families New York Program (Bushwick Bright 
Start) received home safety assessments, education and remediation plans and services.  
All families received fire extinguishers, carbon monoxide detectors, and first aid kits.  All 
family services workers in the program were trained in home safety and scored 95% or 
higher on post-training assessment.  
 
Comprehensive Prenatal/Perinatal Service Networks sponsor educational offerings, some 
of which focus on domestic violence and child safety. 
 
Smoke alarms were distributed to communities who responded to an FRA and 
documented a need.  The alarms were provided to families with young children who are at 
risk for injury due to fire.   
 
New York has mandated reporter laws for reporting child abuse.     
 
New York’s rate of motor vehicle crashes are at an all-time low.  This phenomenon was 
recently studied at the direction of HRSA by the University of North Carolina at Chapel 
Hill’s School of Public Health.  The low rates are attributed to: 
 
• a long history of stakeholder collaboration around traffic safety and the positioning of 

the Traffic Safety Commission, which reports directly to the Governor; 
• highway engineering that provides wide shoulders on roads, good visibility, rumble 

strips, easily accessible and sensibly spaced rest areas, and clear, well-placed 
directional signs; 

• New York State has graduated licensing of young drivers; 
• DWI laws are well known and there are several designated driver programs;   
• STOP DWI efforts, and efforts of private groups such as Mothers Against Drunk Driving 

and RID, which advocates for removing intoxicated drivers from the roadways; 
• excellent law enforcement; and  
• stringent driving and passenger restraint regulations.         
 
The lead within NYSDOH for traffic related public health issues is the director of the Injury 
Control Program.  See information above on program efforts of the Bureau of Injury 
Control.   
 
 
#05A Health Status Indicator 
The rate per 1,000 women aged 15 through 19 years with a reported case of 
chlamydia. 
#05B Health Status Indicator 
The rate per 1,000 women aged 20 through 44 years with a reported case of 
chlamydia. 
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Please see discussion and data display on pages 83 and 85 and Tables 19 through 21 of 
this Needs Assessment.  Chlamydia rates are rising, but it is impossible to assess how 
much of the increase in cases is due to increased awareness, testing and case 
ascertainment.   
 
Family Planning providers educate women and their partners in disease prevention and 
reducing risk of transmission of sexually transmitted diseases.   
  
Each county health department is responsible for control of sexually-transmitted diseases 
within their jurisdiction.  This includes prevention strategies, as well as case finding, 
diagnosis, treatment and follow-up.   
 
#06A and B, 07 A and B, 08 A and B, 09 A and B, 10, 11 and 12 Health Status 
Indicators 
 
Demographics - Please see Form 21. 
 
Each county health department and health care provider has access to useful data 
through the Community Health Data Set on the HIN and HPN intranet sponsored by the 
New York State Department of Health.  There are multiple sources of data available 
through the Public Health Information Group, the Office of Managed Care, the Office of 
Medicaid Management and the State Insurance Department.   
 
 
 
E. Outcome Measures – Federal and State 
 
Outcome measures denote the final desired result of Title V program activities and 
interventions.  Progress on outcome measures can be attributed to any number of 
program activities and influences from the health care and social environments.  
Effectively reducing adverse events requires programmatic investment across the various 
levels of the MCH Pyramid and the various MCH populations.   
 
Please refer to Form 12, which tracks New York’s progress on the six required outcome 
measures.  Outcome measures are indicative of the collective efforts of New York’s public 
and private health care systems to obtain optimum health for all New Yorkers.  Local 
health departments, who monitor health outcomes through statutorily required 
community health assessments, may use local funds and State Aid to Localities to pay for 
tracking of outcomes in their municipality.  However, Title V funding supports training and 
technical assistance, data production and posting of information on Department of Health 
websites on the Internet and the intranets.   
 
Relative to our State Outcome Measure, maternal mortality, all of the Department’s 
maternal and child health programs, but especially the Prenatal Care Assistance Program 
(PCAP), MOMS, Medicaid and Managed Care, promoted early entry into prenatal care, 
provision of related services, coordination of care through the intrapartum and 
postpartum periods, risk assessment and provision of risk-appropriate care.  PCAP Part 
85.40 standards apply to all pregnancy-related care under Medicaid and Managed Care.   
 
The table below indicates how New York State MCH priorities relate to Federal and State 
Outcome Measures. 
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Priority Area  

Applicable Outcome Measure 
Access to Care 1 – 6, NY 
Oral Health 1 
Overweight ---  
Disparities, especially LBW and IM 1 – 6, NY 
Asthma 6 
Reducing Use of Alcohol and Tobacco 
Use among Children and Pregnant 
Women 

1, 2, 3, 5 

Responsible Sexual Activity 6 
Genetics Services 1-6 
Violence and Self-Inflicted Injury 6 
Parent Partnership --- 

 
 
The matrix on the next page gives examples of how the various programs relate to the 
various Federal and State Performance and Outcome measures.  On the page after that 
appears the model for NYS Title V performance evaluation.   
 
 



  

Relationship of Measures to Program Activities:  In New York State, multiple programs contribute to multiple outcomes.  The following matrix cross-
references programs with the National Performance Measures, National Outcome Measures and State-Selected Performance Outcome Measures.  Each performance 
measure or outcome is only counted once below, though the measure or outcome may be related to more than one level of the pyramid. 

 
National Performance Measures National  

Outcome Measures 
State Selected  

Performance Measures 

State 
Outcome 
Measure 

NYS 
MCH Programs 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 1 2 3 4 5 6 1 2 3 4 5 6 7 8 9 10  
Abstinence Education      ★  ★        ★   ★ ★ ★ ★ ★ ★ ★   ★       ★ 
ACT for Youth/  
Youth Development 

 ★ ★   ★  ★        ★        ★ ★  ★   ★ ★ ★ ★   
American Indian 
Health Program ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ 
Asthma/ 
Asthma Coalitions  ★ ★ ★ ★ ★                    ★          
Childhood Injury 
Prevention 

         ★      ★   ★ ★ ★ ★ ★ ★        ★ ★   

CSHCN Program 
Physically Handicap’d ★ ★ ★ ★ ★ ★       ★      ★ ★ ★ ★ ★ ★  ★ ★         

Chlamydia/STD        ★                            
Columbia 
Collaborative 

 ★                        ★          

Comm-based Adoles. 
Preg. Prev. 

     ★  ★       ★    ★ ★ ★ ★ ★ ★ ★   ★       ★ 
Community Health 
Worker 

 ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ 
Comp. Pre/Perinatal 
Services Networks ★       ★   ★ ★ ★  ★  ★ ★ ★ ★ ★ ★ ★  ★   ★ ★ ★     ★ 
Congenital Anomalies 
Registry                   ★ ★ ★ ★ ★ ★            
Dental Public Health 
Residency 

        ★    ★ ★                      

Dental Preventive 
Programs 

 ★  ★ ★    ★    ★ ★                      

Early Intervention ★ ★ ★ ★ ★     ★  ★ ★      ★     ★          ★  
Eat Well, Play Hard 
Activ8Kids/others          ★    ★             ★         

Family Planning    ★ ★ ★  ★     ★  ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★   ★ ★  ★ ★ ★  ★ 
Genetics Services/ 
Newborn Screening ★ ★ ★ ★ ★ ★      ★ ★ ★    ★ ★ ★ ★ ★ ★ ★           ★ 
HIV-Related Services ★ ★ ★ ★ ★ ★  ★     ★   ★ ★ ★ ★ ★ ★ ★ ★ ★            
Hotlines ★ ★ ★ ★ ★ ★ ★ ★ ★  ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★  ★ ★  ★   ★ ★ 
Immunization & Hep 
B Follow-up 

 ★ ★ ★ ★ ★ ★      ★     ★                  

Infant /Child Mortal 
Review/ SIDS 

              ★ ★  ★ ★ ★ ★ ★ ★ ★ ★ ★  ★  ★ ★ ★    

Lactation Institute/ 
Breastfeeding Prom 

 ★        ★ ★                  ★       

Lead Poisoning 
Prevention & Fllwup 

 ★ ★ ★ ★        ★ ★          ★          ★  

Medicaid/Uninsured 
Projects/CHP ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ 
Migrant Health ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ 
Pediatric Enhanced 
Services 

 ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★   ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★  

Pren. Care Assist. 
Prog. (PCAP) 

 ★ ★ ★ ★ ★ ★ ★  ★  ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★  ★  ★ ★ ★ ★  ★ ★  ★ 
School Health  ★ ★ ★ ★ ★ ★ ★ ★ ★   ★  ★ ★ ★ ★      ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ ★ 
Tobacco Control 
Activities 

              ★           ★ ★      ★   



  

 
NYS - TITLE V PERFORMANCE MEASUREMENT SYSTEM 

 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Needs Assessment Select Priority 
Needs 

Program Implementation Performance Measurement 
National and State Perf. Meas. 

Improved 
Health 
Outcomes

St
ar

t 
Ag

ai
n 

Tracking Data/Trends 
Analysis: 
• Vital Records 
• Census Data 
• Registries 
• Hospital Discharges 
• Program Data/Payer 

Information 
• Special Studies 
• Community Assmnt. 
• Health Status 

Indicators 
• Health System 

Capacity Indicators 
• Infrastructure 

Evaluation 
 
Input from Parents and 
Consumers 
 
Input from Advisory 
Council 
 
Input of Key Staff 

1. Improve Access 
to Care 

2. Improve Oral 
Health 

3. Overweight 
Prevention 

4. Eliminate 
Disparities in 
LBW and IM 

5. Reduce Asthma 
6. Reduce 

/Eliminate 
Tobacco and 
Alcohol Use 

7. Reduce 
Unintended 
Pregnancies 

8. Genetics 
Services 

9. Reduce 
Violence 

10. Enhance Parent 
Consumer 
Participation 

Direct  
Services 

Gap-filling personal 
services to pregnant 
women, mothers, 
infants & children, 
including CSHCN 

Help to access health care/ information 
Ex:  Community Health Worker Program, 

Family Specialist, Care Coordination, CSHCN 
Program, Translation, Transportation  

Preventive or personal health services available to 
all pregnant women, mothers, infants or children 
Ex:  Newborn Metabolic and Hearing Screening 

Immunization, Growing Up Healthy Hotline

 
Develops, maintains and supports access to MCH services 

Ex:  Needs Assessment, Evaluation, Planning, Program Development, 
Collaborations, Surveillance, PH Residencies, MCH Grad Assistantship 

NPM 1 - % infants screened for metabolic disease 
NPM 2 -CSHCN whose families partner in decision-
making  
NPM 3- CSHCN with Medical Home 
NPM 4 - % CSHCN with adequate insurance 
NPM 5 - % CSHCN reporting community systems are 
easy to use 

NY 1- Unintended pregnancies 
NY 2 – Asthma hospitalizations 1-14 
NY 3 - % >3 hrs. TV per day 
NY 4 – Teen pregnancies 
NY 5 – % depressed/down moms

NPM 12 – Newborn Hearing Screened 
NPM 13- % Children without health insurance 
NPM 14 - % 2-5 in WIC who are Overweight 
NPM 15 - % Pregnant Women Smoked Last 3Mo 

NPM 6 – Transition services 
NPM 7 - Immunization 
NPM 8 – Teen Birth Rate 
NPM 9 – Dental Sealants for 3rd graders 
NPM 10 – MV Deaths 0-14 
NPM 11- Breastfeeding 

NPM 16 –Suicide deaths 15-19 
NPM 17- VLBW at facilities for hi risk 
NPM 18- First trimester prenatal care

NY 6 - % back to sleep 
NY 7 – Self-inflicted injuries 
NY 8 – Students binge drinking 

NY 9 – Students/tobacco in 30 
days 

NY 10 - % screened for 
lead

Outcome Measure 
1 –  
Infant Mortality 
 
Outcome Measure 
2 –  
Ratio BIM to WIM 
 
Outcome Measure 
3 – 
Neonatal Mortality 
 
Outcome Measure 
4 –  
Post-Neonatal 
Mortality 
 
Outcome Measure 
5 –  
Perinatal Mortality 
Rate 
 
Outcome Measure 
6 –  
Child Death Rate 
 
New York 
Outcome Measure 
– 
Maternal Mortality  

Enabling Services

Infrastructure Services

Population-Based Services
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